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this group as a potential health manpower resource. This study should
assist premedical and other undergraduate advisors by enabling thenm
+0 offer more relevant and useful alternative career suggestions to
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kinds and amounts of training and support necessary to encourage
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Over the past fourlﬁecades the yearly accepﬁance
ratio to U;s. medical schools has remained fairly con-
stant at about 50 percent (l). 1In 1966 (the year on
which the present study is baséé), this meant that
18,250 individuals applied for admission,.and only
9,123 were accepted (2). Subéequently, the acceptance
rate fell ;o 43 percent in 1969, and rose to only 46
percent in 1970. Thus, each year, substéntial numbers
of persons cannot continue formal training ﬁéward their
occﬁpational goals, and most must then undergo another
career decision process. 1In a sense similar to the
"dropouts" studied by Johnson and HuQLhins (3), these
individuals represent céftain intellectual and financial
losses to society in general, and to the health 2=3
medical care sfstem in particular.

To date, there have been no systematic data col-
lected concerning the career baﬁhs taken by unsuccessful
agplicanté to medical schools; The purposes of the
current study include: identification of certain back-

ground, demographic, and personality characteristics of

this group; description of circumstances surrounding non-
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acceptance, including attitudes toward rejection and
resultant effects on occupational values: examination
of the manner in.which new academic and oécupationa}
choices are made; and consideration of this groupaas

a potentiai health manpower resource. Hopefully, this
study should assist premedical and other undergraduate
advisors by.enabling them to Sffer more relevént and
useful alternative career suggestions- to unaccepted
applicants. 1In addit;on; it may also allow legislators,
health planners, and researchers.in medical education
to assess the costs arising from medicai school rejec-
tion, and to estimate the kinds and amounts of train-
ing'and support necessary to encourag; these persons

to enter other health-related areas.

Review of the Literature T e

. Despite the magnitude a.'. _otential of the group,
.a review of the literature yielis few studies dealing
specifically with unsuccessful applicants t§ medical
schools.

Stephenson (4) looked at applicants rejected by a
single medical school, and it is éherefore not surprising

that a large percentage of these individuals had applied

5)
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3.

to and been accepted by other medical schools. Stephenson
did not explore, in any detail, attitudinal and sifua-
tioﬁal factérs involved in making other career choices;
rather, his primary consideration was "crystallization"

of the applicanf's self-concept as a physician‘(S) as a
predictor of entrance to medical school. However, he

did find that a large pe:centaée of rejected applicants

- entered careers falling within his rather broad category

of "medically-related" occupations.

Butchins and Morris (6) compared a group of high

- ability rejectees (only those scoring 600 or more on the

Verbél and Quantitative portions of thg Medical College
it
Admiséion Test) with others who were accepted but failed
to matriculate. By the time the researchers had gathered
their data, one-third of the high ability rejected appli-
cants had gainea admission to medical. schools; of the
rem;inder, only an additional 9.5.percent_were studying
for or engaged in other science fields. The research
did not measure attitudes related to medical school
rejection or to the process by.which new careers
selected.

Although entitled "A Preliminary Study of Unaccepted

Applicants," research by Green (7) actually focused on

S .



4,
<)
evaluation of medical school admissions procedures.
Each member of the Committee on Research of the Group

for.Student Affairs of the Association of American

Medical Colleges (AAMC) reviewed a total of 42 appli-

cants rejecte@ by 6 medical schools on the basis of
different personal and/oriacademic qualifications.
Green conclqded that these students did not apply to
a sufficient number of schools and that they displayed
unrealistic patterns of application. Perhaps most
important was the committee's cohsensus‘thatvéell-
qualified students were not being missed by prevail-
ling admissions criteria and practices.
'.Opposite conclusions are offereéiin a nonempirical
analysis by Goldhaber (8), who also examined admissions
procedures rather that characteristics of rejectees.

Excluding inadequate dispersal and inappropriate apgli-

cation patterns, Goldhaber suggests a combination of

" seven ideological, demographic, and social factors (e.g..,

the baby boom, growth of paraprofessionals,.recruitment '
of more members of minority gfoups) to account for what
he feels is a higher rejection rate of increasingly
more-qualified applicants.

Finally, recent research in England by Johnson (9-10)

7 .
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5.

compared medical students and unsuccessful applicants
along various academic and sociodemographic dimensions.

While many social and cultural differences preclude

_direct comparisons of these data with results of studies

conducted in the United States, several findings ;re
both interesting and relevant to the present investi-
gation. Johnson reported thaé females were substan-
tially more likely than males to be discouraged from

applying to medical school, and to be rejected if they

~ did apply. Moreover, this pattern existed despite the

fact that, on the whole, the women were found to be
higher academic achievers than the ﬁeq, and were at least

. 4 .
as well qualified on other dimensions. Johnson also found
that: (a) there were no systématic social class differences
between entrants and rejectees for eithgr sex; (h) re-
jectees were more likely tq come from state-supported
rather than ffom private schools; and (c) rejectees vere
significantly less likely to $a§e "family connections iﬁ
medicine" than were current medical students (e.g., 6
percent of Fhe unsuccessful applicants had medical fathers,
as compared with 21 percent of the medical students)f

In the absence of extensive research dealing directly

with unsuccessful applicants, it may be useful to make

8
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inferences £rom studies of premedical students. Al-

though they'may be deemeq "failures" by the criterion
of medical school acceptance, rejectees, like the
larger pool of medical scnéol aspirants of which they
.from a subset, constitute a grodp‘with important shared
academic and social characteristics.

Ability -- Thirty-seven pércent of entering high
sdhpol stud;nts do not graduate, while over fifty per-
cent of those who graduate do not go on to college
(11-12). Further, only about sixty peréent oé thoge
entering college graduate (13), and most medical school
rejectees ultimately receive an undergraduate degreef
MoreoQér; several large studies of coilege students
planning careers in medicine suggest that these indi-
viduals are likely to be high on various indicators of

Vsocioeconomic ctatus (14-17), as well aé on academic
performance (1%, 17).

frainino -- These unsuccessful applicants aspired
to a highly specialized, preséigeous profession, and
they prepared for the future career by making various
investment; or "side-bets" (18) such as concentrating
on the hard sciences.énd taking certain prerequisite

+ . college courses. For example, in 1966, approximately

Q 9
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47 percent of the applicants took an undergraduate

major in the biological sciences, 18 percent in the
phy;ical sciences, chemistry, and mathematics, and 18
_percent majored in "premedical" courses (2). Given
the restrictive acceptance rates on the probable level
of scholarship and training of most applicants, it is

important to remember Dube et al.'s (1) observation

that United States medical schools cannot accommodate
all well-prepared éﬁblicants (even though the number

of places in existing U.S. medical schools has increased
by more than one-thira in.the four years sincg 1968).

Iin fact, both MCAT scores and gradepoint averages of

) [}
entering medical students have risen steadily in the

past few years. In 1970, 19.7 percent of medical entrants

had an "A" average, up from 12.7 percent in 196% (3.

Potential commitment to the health field --
Rejectees are individuals who, a£ least at one point in
time, indicated that they wi;héd to pursue a professional
career in health, and tend to.be high on "people-oriented"
occupational values (14,15,19). In this respect, re-
jectees maintain values similar to those of successful

medical school applicarts, and of undergraduates in

10
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general (20).
Without data, one can only speculate on whether

or not this inclination persists or whether other value

clusters, such as extrinsic reward orientation or in-

trinsic self-expression, tend to predominate later on.
Substitutinc the term "unsuccessful applicant" for
"dropout," and "rejection" for "withdrawal," .the follow-
ing comment by Johnson and Hutchins is most relevant:

Other reasons for concern are the high
financial costs and the thwarted ambition
‘of the dropouts themselves. Even though
the dropout may cease to be a matter of
direct concern to the medical community,
the effects of failure in one's chosen
field can be far reaching for +he indi-
vidual who experieiices it. ‘Frustration,
loss of positive self-concept, and bhitter-
ness, all potential concomitants of with-
drawal from medical schonl, are accentuated
by he long and intensive preprofessional
training and by the singular nature of the
goal. (3) )

Method

In order to study career patterns and expectations,
it seemed'necessary to permit a sufficient ﬁumber of
years to interqene between rejéction by the medical
school and the research survey, such that any mili;ary

service might be completed and occupational choices still

11



be made. However, the more Qistant the year of re-
jection, the lower the poséibility of reaching the
respondents, and the greater the probability that the
.rejecfee is irrevocably committed to his present
occupation. The investigators felt that san)ling
'applicants to the 1966-1967 entering class répresented
the best compromise; it was a;sumed that most of
these individuals took their Medical College Admission
Tests (MCAT) ih May and October of 1965.

Through the interest and génerous cooperation of
the Association of American Medical Colieges, the
researchers obtained a listing of perﬁons completing
the'ﬁCAT in 1965, as well asyg list of individuals
matriculating in thw« ;*£6-67 Zreshman medical school
class. Removing th: numes on the latter list from
those on the former resulted in a reasonably accurate
sampling frame of unsuccessful épplicants, from which
164 men and 163 women were selected by stra;ified (on
sex and Qeographic region) random procedures.

In the spring of 1971, péstcards were mailed to
the 1965 addresses of the prospective respondents in-
forming them of the study and its purposes, and re-

questihg their assistance in completing the question-

12 o
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naire ﬁhat would follow. This mailing was employed
both to enhace thg likelihood of respondent coopera-
tion, and 55 relatively inexpensive device to obtain
change-of~address information from'the post office.
.This technique resulted in the ;;turn of 105 postcards
representing situations where the individual no longer
resided at the 1965 address, and no forwarding address
was available.
Self-administered questionnaires (with postage-

paid return envelopes) were then mailed to the remain-
ing zzg‘subjects for whom our addresses were accurate.
Followup postcards were sent two weeks later to those
from whom reélies had not been receiv;d. One hundred
fifty-two responded, a respoﬁse rate of 68.5 percent.
Unfortunately, review of the questionnaires revazle!
that 27 personé had never applied to medical school
even though they had taken the MCAT. Moreover, an
additional 27 respondents had'ih fact been accepted
to. a U.S. medical school in 1966, representing a
possible computer error in the list~-subtraction tech-

nique mentioned earlier. Both groups were dropped

from the study, leaving 98 questionnaires deemecd

13
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useable for analysis.

pata from our AAMC computer listings permitted.
coméarisons'betwéun thé 98 respondents studied and
_ the 70 nonrespondents. These groups were found not
to differ siqnificantly either b§ age and sex dis-
tributions or by whether or not they had taken the
MCAT before. The remaining information, which relates
to MCAT performance, is presented in Table 1 (which

(Table 1 about here)

also includes mean MCAT scores for alltunaccépted
applicants in 1966 -67). Respondents differed signif-
icantly from noqrespondents only for the "Science"
mean score, and iﬁ is therefore conc{uded that the
study data are relatively uhaffected by possiblé
response bias. A similar comparison of respondents’
mean scores with those of all unaccepted applicants
suggests that the foimer group appears to be a fairly

representative sample of the latter.

14
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Comparisons Among Mean MCAT Scores for Respondehts,

Nonrespondents, and All Unaccepted Applicants to 1966"-67 Class

Difference  All Unaccepted

MCAT Section Respondents Nonrespondents Significant* Applicantss.
Verbal Ability 493 491 Yo | 488 |
uantitative Ability 490 © 503 No 510 .
General Information 523 519 . No - 516
Science 447 / 481 Yes | 478

Combined Sections 480 49 No 498

* Difference between respon;lent and non respondent mean scores statis-

tically significant at p<.05.

+ Data from Mattson, Johnson and Sedlacek (21)7 they include 250 indi-

viduals who withérew before action was taken on any of thelr applications,

16
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Results
The véry low number of Blacks in this study makes
meaéingful comparisons by race impossible. The small

nunber (four) is undoubtedly due to the fact that 1965

. . N .
was the year from which the study sample was drawn. Al-

though the percentage of Blacks entering medical school

_ is still small (6 percent in 1971 entered the freshman

class), thi; is a three-fold increase from 1568 (23).
Moreover, present recruitment of students from minority
groups conﬁinues at a'relatively‘high rate, and is one
reason Goldhaber offers for the concomitant increase in
the rejection rate of "previously borderline nonminority

males" (8). o

Of those rejectees taking the MCAT more than once,
a much higher percentage were male than femalc; s:milarly,

more than twice as many males as females took the MCAT

two or more times. Females dropped out of the medical

school application procedure earlier than did males.

*The number preceding the slash identifies the relevant
question in the study questionnaire; the number (s)
following the slash refer to the page number (s) of the
related table(s) in Appendix I. '

NOTE: 1In the tables, frequencies are recorded in blue,.
while percentages (run both horizontally and vertzcally)
appear in red.

17 .
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The present investigators assumed that the study
population was applying for fhe 1966-67 medical school

year, and thus the sample would take the MCAT mostly

in May and October of 1965. Actually almost one-fourth

of thc sample was found to have applied to medical

school before 1966, presumably taking the MCAT in the
same year they apblied.' A larger percentage of males
applied earlier than did females, and a larger per-
centaje of the early applicants were male than female.
These figqures closely parallel those derived.from Q. 58
(year bachelor's degrege was received), with 1966 female
gradﬁétes waiting longer after graduation before applying

. {
to medical school than did 1966 male graduates.

U.S. medical schools were cverwhelmingly chosen
over foreign schools for the first round of applications
by both male and female rejectees. While the per-
centages applying to medical schools outside the U.S.,
at least for males, rise steeply by the time of the
éecond and third applications, the numbers are very
}mall and any conclusions drawn, whether for the total
or by sex, must be examined cautiously. Nationally, in

1970-71, nearly 1000 Americans (of nearly 25,000 appli-

18
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cants that year) ultimately went to foreign medical
schools. This was a little less than 10 percent of

all accepted applicants for that year (8,23).

The number of applications to medical schools
by rejecéees'is distribuvted along a bimodal curve,
with about a quarter of the sample applying to only
one school and a quarter applying to six or more
schools. The remaining 50 percené distributes itself,
although unequally, along an inverted normal curve
among 2 fﬁrough 5 applications. It remains to be con-
firmed by other research as to whether this is the

'

nor@al application pattern for entering aspirants to
medical school.

A computerized application.process'has greatly in-

creased the number of appligﬁtions premedical studeﬁts

can make at a single time and thus Table 7 is not/ likely

]

!
. to be representative of current application rates. The

average number of applications per individual nationally
has risen steadily since 1966 .from 4.8 to 7.2 in 1971-72,
the last year for which there are publisﬁed data avail-
able (8).

Males tended to make fewer applications (1-3), while

19
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females tended to maké many (4 or more). However, a
larger proportion of males made 6 or more applications
‘than dia feﬁales'(See Graph #1). Of those applying

' (a) only once, or (b) 6 or more times, about two-thirds
were male. Possibly the males were more confident of
being accepted by their first or second choices than
were the females, but at the same time a single pro-
portion.of the males were more pragmatic than the fe-
males, hedging their bets by applying to a-relativgly
large number of schools. | )

Additional procedures are necessarQ to determine

_if there are significant differences between males and
femaies in the number of applications‘made, and whetﬁer
the observed pe?centages correlate with undergraduate
grade averages, confidence about being accepted. vhether

granted an interview, etc.

3/8 . Not surprisingly (since 62 percent of all rejectees
applied the first time for the entering year 1966) the
largest percentage of those applying for the second
time did so for 1967. Unlike the first application, in
which females applied for the later rather than earlier

years, on the second application males and females

20
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applied to the 1965 to 1968-or-later classes in
approximaéely equal pfopdrtions to each other.
However, whilé only 39 percent of all unsﬁ;cess-
_ful appliants made a second application, 53 percent
of the males did so, compared to only 20 percent of
the females. This fact may perhaps be explained by
the males' greater, perhaps m&?e idealistic, dgtermi-
nation to go to medical school, by the females'
' greater, perhaps more pragmatic, "acceptance of their
fate," as well as by the fact thét of the 17 accepted
by medical schools (both in and outside the U.S.)

(See 8/14) 77 percent were male and only 23.5 percent
4

feméle. ' L

3/9 ' While the distribution of applications made a
gsecond time resembles, in its grosser aspects, the
distribution for first applications, there are some
differences; e.g., a larger percentage of females than
‘males made 6 or more applications (a reverse of the
table for first applications). However, the number of
females applying a second time is so small as to render

meaﬁingful comparison'impossible.

21




3/10

3/11

i IR | .‘ ", ' 17.
|
!

of éhose who applied a third time to medical
i .
1 . :
school, the majority did so for several years in the
future -- 1970 and. 1971. There is a gap of at’least

three yeafs between the majority application year for

'the secon@ try (1967) and that of the third try. Per-

haps the ﬁpplicants had made plans to go to éraduate
school, etc., in the intervening years, or perhaps

they had lo§ered their aspiration level significantly
bu£ retained a hope that they may yet be accepted -- in
some relatively distant future -- and so apblied again

but no ionger making medical scﬁool their sole, or im-

A .
H

mediate, career option or choice.

{
This analysis applies to males only, as only one

female made.even a third application.

Those males who applied a third time did so with
the same patterns as were apparent in their first and

second applications -~ i.e., equal proportions (and

' ~constituting a hajority of those making a third appli-

cation) making either one or 6+ applications, with a
much smaller proportion applying between two and five

times.

22
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6/12 Almost a third of the rejectees in the sfudy sample
i were not granted interviewé. Additional data ére nec-
essary to determine whether this is similar to the
) _percentage of successful medica} school applicants.who
£211 to be granted interviews or whether, in fact, the
percentage is much larger in this sample than the typical
figures for all applicants, oé for those accepted.
However, what is striking about his table is the
fact that of those granted intefviewé, 61 percent wére
male ahd only 39 percent female, Whéreas of those denied
interviews the proportions of male and female were more
nearly ecual. This finding is cont}a;y to Johhson's (10).
. {
In England more females were found to have been granted one o1
twé interviews. Johnsén atéributes his finding to the
fact that femoles have superior academi; performznzes,

but this is also the case in the U.S.

7/13 Of those rejectees wh6 were granted interviews, -
half wereléranted only one interview, and 27 percent
w;re granted only two interviews. Thus only a quarter
oé these applicants had more than two interviews. Al-

most twice as many people were granted only one inter-

, . . view (50 percent) thah applied to only one medical school

ERIC | 23
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on the‘first application round (27 percent). The same
is true of those granted two interviews (27 percent)
and those applying to only two medical schools (13 per-
ceﬂf).

of thosg granted two or more interviews, a far
1argér percentage were males than were females; and, by
category, females were granted 2, 3 or 4+ interviews
far less frequently than were males. Again this is con-
trary to Johnson's findings (as mentioned above). Al-
though . larger percentage of males are found to have
three or more interviews in Johnson's sample than in
ours, the percentages by sex even in this category are

{

much closer than those found in the present survey. The
question of interviews, and their significance for the
two sexes, iliustrates the point about non-comparalility

of these two samples made earlier in this report.

8/14 As has been mentioned, 17 percent of the sample

were éccepted to medical school, either within or out-

side the U.S. Of this 17 percent, 77 percent were ﬁale
and only 23.5 percent were female. Of those not accepted,
the proportions of males and females are very close to

the proportions of the total sample that are male and

94
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female. However, only 10 percent of the total number
of females were accepted.wﬁereas 23 percent of the

total nunber of males were accepted. Again, Johnson's

. study (10) throws some light on this aspect of our

9/15

10,11/16

data. His findings are, actually, very close to ours.
Females made up 54.4 percent of the rejectees in the
British sample, but only 21.9.percent of the medical
students. This figure is very close to the 23.5 percent
who were successful fgmale applicants in the present

study.

About one-fourth of those accepted by medical schools
were accepted for 1968. Although the {numbers in the
cells become too small for fruitful analysis, one

possibly significant trend is that 100 percent of the

women were accepted for ‘the earliest years (pre-1i968)

wvhile 65 percent of the males were accepted for 1968

. or later.

The.figures in this table, as.in several previous
tables, are too small for analysis. Not surprisingly,
over 3/4 of those accepted to medi~al school sﬁbsequently

enrolled. Of the 4 who did not, all but one gave "dis-

29
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13,15/18-~
19

16/20

satisfaction with foreign medical school"” as the
reason., This table suggests'that even for those
originally rejected by medical school who still ex-

press a strong desire tb go, foreign medical schools

are not considered an acceptable substitute.

A nuch larger percentage of those enrolling
(77 percent) were males than females (23 percent),
but not surprisingly these'percentages follow exactly

those accepied to medical school.
These numbers are too small to analyze.

These distributions follow fairly closely those
“d

of 8/14 and 10/16.
Nearly 50 percent of the sémple had seriously con-
sidered becoming a physician by their early tezus.

Over 80 percent reached this decision by their last

year of high school or first year in college. Females

17/21-38

tended to decide on a career in medicine earlier than

did males.

It is striking that humanitarian ideals, or what

Phillips (20) calls "people-oriented values", ("dh

29



22,
€

oppértunity.to be ﬁelpful to others", an "interest in
people", "“service to othgrs“) emerge as almost the
most important reasons these unsuccessful medical school
applicants give for why they wanted to become physiéians.
.These data'éqpport and amplify éhé observations of others
(14, 18, 20) regarding the similar attitudes of enter-
ing medical students. Merton'(23) extends these find-
ings with his conclusion that the strongly idealistic
sentiments of freshmen, although. submerged beneath a
pragmatic cynicism during the years of medicai schéol,
persist and re-emerge later, upon graduation.

However, the most important single reason these
rejectees give for wanting to become ;hysicians is "an
interest in science." Ninety-five percent of the sample
checked this ceason as “fairly to very important.” This
attitude is interesting in light of the answers to some
of the other questions in the questionnaire, and shoild
be kept in mind. While humanitarian reasons were indi-
éqted by nearly 41 percent of the sample as most impof~
tant in the choice of medicine as a career, this people-
oriented vglue—cluster is a category which combines the

percentages of three separate answers. "Interest in

27
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science" réceived neafly 20 percent of the total
possible résponses, and thus was the largest single
reséonse category chosen.

There was very little difference by sex in the
‘degree of imgortance attached to these particular value
responses. However, females indicated that they wanted
to be physicians in order to have "a chance to exercise
leadership“‘in significantliy larger propprti;n than did
males (although a majority of each sex indicated this
was an important reasén). |

while both "prestige" and "high income" were checked
as important by a majority of the sample -- indicating
that pragmatic considerations (what fﬁillips [2@] calls
wextrinsic reward-oriented values") were not, by any
means, absent beneath the idealism -- a chance to have
a high inéome was much less important to the females
than to the males, just as was a chance to have a "p:es-

" tigious" océupation. Less than half the'females.checked
»prestige" and "high income" as "fairly impbrtant" while
nearly 3/4 of the males did. 'Perhéps the females are
concerned with what might be considered a more elementary
or primary step in the professional career gratification
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- hierarchy ("a chance to exercise leadership") before

they can realistically ldok forward to "prestige" or

"a high income" as gratifications.
!
While intellectual creativit

y was an important.
reaso; for the majority of regpondentg, the influence
of parents, relatives, friends and teachers,.and the
force of tradition, were relatively unimportant as
reasons given for choosing medicine as a career. This
may, of course, be explained as rationalization, denial
or some other defense mechanism, or“they mereiy ma? be
values or influences so interﬁaiized that it is im-
possible to separate them from more §alient ré;sons.
(See 19/40.) The effects of outside ;nfluence were

even less important to the females than to the males.

18/39 Overall (as has been noted), peop}e-orienteﬁ'values
were selectéd by both males and females as the most im-
portant reasons for wanting to become physicians with

 an interest in science not far behiﬁd. This interest
seems to be viewed less as a chance to be original and
creative than as an opportunity to be pseful while
being engaged in applied sqientific work for which

these students feel pred{sposed. Thus, intrinsic self-
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expression values are modified in a realistic or

pragmatic direction.

While parents' influence was not indicated as

.even a fairly important reason for wanting to become

a physicién, 62 peréent of the sample reported that- -

both parents encouraged them in their desire to go
into medicine. This was true for both sexes, although
15 percent of the females said one or both parents dis-
couraged them from fhis course while only 4 percent of
the males.indicated this. This finding-provides some
support for the current controversy over childhood sex
role sociolization patterné concerning vappropriat~"’
car;ers for males and females; it perhaps helps to ex-
plain why, until recently, tgefé have been so few fe-

males entering medical school. Also, as will apncar

ljater, the fathers of the females made less money

. and had more financial concerns about the cost of medical

school for their daughters than did the fathers of males.

The above point about differential socialization
patterns and career expectation is reinforced by the

fact that, while a majority of the sample said their
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parents felt it was "fairly to very important" that
they become a physician, a larger proportion of males

said their parents felt this way than did females.

A significantly larger percentage of males (82.5
percent) fhaﬁ females.(58.6 percent) said their parents
had offered to finance their medical education in whole
or in part.- Over twice as large a proportion of the
females had parents who did not offer to finénce

attendance at medical school. Again, this may reflect

. attitudes, on the parents' part, of what consitutes an

“appropriate" or evé:"éealistic" career for a female,

or it may simply be that females applying to medical
sch;ol have less financiallx well-off parents than males,
either because the women come from a different social
class by and large than the men, or because of self-
selection (that is, those parents willing to finance
their daughters' graduate educations mostly don't have
daugﬁters who want to éo to medical school). (See

Q. 133 and 139) Johnson (9) found that, although there
was clear-cut, even strikiqg, "social self-selection"

by class (in his study of British rejectees) which

.0perated'to prevent applications from aspiring doctors
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from low income families," there were no systematic
differences between the sexes by class; that is, the

social class distribution was not significantly

' different for males than for females. whether this

conclusion,is warranted for the present study remains

to be explored as later questions are analyzed.

¥hile at first glance it would seem salient that
# large majority of these respondénts don't have rel-
atives who are physicians, in fact it is mﬁch more
significaﬁt that a Ehigg'of the sample do have relatives
in the same professi&n they want to cnter. A 1966 report
by.the Todd Commission in éngland (9,: p. 261) fouhd that
"the selection for medical students is not based on
clearly equitable criteria and.that a disproportionate
weight is given to family connections in medicine."
Again this is even more true for males than for females.

As past studies haQe shown, those entering medicine
were more likely to have parents who were doctors than
other career entrants were likely to have parents in the
game professicn of occupation they aspired to. This.
pattern may well be changing as medical education selec-

tion criteria comes under greater scrutiny and an effort
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is made to recruit minority group members in a quota
or compensatory, preferential fashion. Obviously;
memrers of gronps excluded in the past but now being
| ;actively recrulted, are 1ess likely to have physician
| fathers. Question 23 shows that, of those rejectees T
who do have physician relatives, one-third of these
are fathers or mothers, althongh an even larger pro-
portion - more than half - list the relative as "other"
than an immediate famlly member. R SR "
Finally, although the present study cannot sub—
stantiate the following finding, it is worth noting
that Johnson (9) found that more than three times as
, {

many current medlcal students had medical fathers (21

percent) than did unsuccessful applicants (6.3 percent).

24/45 Nearly 40 percent of the males and 23 percent of
the females have relatives in other occupations related
to medicine and healthf Most of these relatives‘are
nurses, though a surprisingly large number are pharmacists.
(6. 25.) One wonders whether any of these pharmacists
were unsuccessful applicants to medical school of an
ear11er generatlon. A mucn smaller percentage of these

relatlves in other health occupatlons were, parents (as S
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opposed to some other relationship) than were those
relatives who were physicians. Depending on the degree

of influence which parents really have over their

children's final career choices, this may be a signifi-

cant factor for medical school rejectees in selecting

an alternative career path. If éarents serve as strong
role models for a sample such as this, as well as pro-
viding.vefbal and financial encouragement, there may be

a significant relationship between those students who

. reapply, go to a foreign medical school, turn to another

health occupation or graduate school, or go outside the

health fields altogether, and the parents' professions.

{

Eighty-six percent of the samplg saidgtheir primary
career plan, if they had becéme phyéiciéns, was:ﬁo
provide patient care. A slightly larger proportiun of
males than females felt they ultimately would have done
this. However, a sign;ficantly larger proportion of
females than males said they had planned on a career in
medical research as EhysiciaQ§. This is especially
interestiﬂé in light of the future careers of both sexes,
as later analysis will indicate. A large number of the

males went on to obtain graduate degrees in the "hard"-
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sciences, enabling them, presumably, to do research,

‘ i ) . ot . .
possibly in medicine, while very few of the females

.received such training and thus probably are not en-

gaged in medical research. It should be noted that
every one of the respondents had a specific career plan
in mind when applying to medical school; not one checked

"don't know."

Between 14,000 and 17,000 applicants were denied
admission to medical school for the entering year'197l.
(Figure; differ by difﬁerent sources.) Of these, the
ABMC estimates that 75 percent wére academically
qualified; that is, their grades and test scores were
suc£ that they were judged able to go through medical
school successfully. Because there are far fewer slots
available than numbers of students applying, morzc than
half of all épplicants are rejected and the rejection

rate is rising steadily (22,8). While the reasons for

.rejection are usually structural or systemic rather

than personal, this sample of unsuccessful applicants
felt that the most important reasons for their rejection
were first, grades not good enough (74 percent felt this

reason for their rejection was "fairly to very important")
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and seéond, MCAT scofes not good enough (66 percent).
Perhaps one reason that more applicants didn't assume
A ﬁhe&'d been.rejected because there simply weren't enough
places for them was because of the design of the question-
naire -- that is, they would have had to write this
reaﬁbﬁ undé? “other". Also, thelr grades and.MCAT ;cores
were not as good as those of successful applicants,

though this, in light of the statistics, would not

necessarily make them poor or unsatisfactory. What

Qés'oﬁiy the beginning of a trend in l§66,m(’. s, rising

rejection rates occurring concurrently with rising grade-
point averages and MCAT scores of applicants, resulting
in a greater nuﬁber of high adhieveme%t students failing
to gain admission to medical school) is a significant
phenomenon ar.d potential problem in 1972.

There ig_é realiza£ion by these stﬁdents, probably
due in part to their answering the qnestionnaire in
1971, that the system is not a completely unbiased one,
s%nce the next most important'reason (aftér grades and
MCAT scores) assumed by the sample for their rejection
was that tﬁey lacked the help of influential people.

wWhile both males and females think that this lack of

2
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support Snd haVing poor grades accounted largely for
their rejection, females.were much more likely than
males to indicate poor MCAT grades as a problem. Thus,

females (fl percent) assumed poor scores in signifi-

" cantly larger proportions than did males (52 percent). '

None of the other reasons provided as possible

answers were felt to be important by the sample, al-

- though females were 6 times as likely to see "dis-

crimination" as a “fairly to very important" reason

for their rejection than were males.

Forty-five percent of the sample, in approximately
equal percentages of males and females, felt poor grades
were the single most important reason for their re-

jection by medical schools. Poor MCAT scores and'pdbr

- social and scholastic contacts were second in imgoctznce

(about 18 percent each). Males were more likely than
females to think their rejectiop was due to a poor
personal impreséion, and females‘mo;é likely than males
to blame insufficient funds; thle the "correctness" of
thé'former explanation for males is unable to be vali-
dateé, the fact that the females were far more likely

to receive no financial help from their parents than
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the malésimay serve as a validity cheék on the latter

explanatian. However it should be rememberéd that onl§
a very smail percentage o? the total sample felt these
last two reasons were highly significant in their sub-

sequent rejection.
]

! - e . - - ) . - — e e e

3,30/ Both at the time of rejection and at the time of
>3-ed the survey the largest proportion (but not a maﬁority)
of the sample refused to speculate, or lLad ﬁo opinion,
on whether their rejection was fair or unf&ir._ Possibly
they do not feel sufficiently nglified, or sure of
themselves'and the system, to make'sucb aajudgm?nt;
However, males then and now were more }ikely to have
no obinion than females, ana females were more likely
to label the decision a "fair" oﬁe. In fact, the largest
female resporse category was "fair decision" while the
largest male response category was "no opinion." This
may be beéause the femal~s did indeed have lower grades
'gnd poorer MCAT scores than the malgs} or it may be be-
cause the females have poorer éelf-images and less con-
fidence in their abilities as well as less reliable

sources of financial support. 1In light of the final

careers in which these .applicants ended up it may be
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- that females employed as medical technicians, etc.,

believe, in a-dissonancefreduéing way, that such
careers are the highest occupat;onal level their
abilities permit them to aspire to or achieve, while
males, having gone to graduate ;éhool and entered the
professions in far greater numbers, are less willing
to accept the medical schools® decisions as a re-
flection on their academic abilities and pe;sonal
qualifications. Working backwardc, in a sense, the

rejection decision is then seen as more or less fair

by males and females. |,

One-third of these applicants had made definite
alternative career plans at the time they received
notice of their rejection by medical school. Only

13 percent had made no other plans. Again, as with

_ the numbers of applications made, the males showed

more foresight than the females; a larger number of
males had some, though not definite, alternative
career plan and a larger number of females had no

ofher plans.

whatever foresight and alternative plans these
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-applicénts might have had, the great major%ty of males
as well as females were ?fairly to very upset" by their
rejection.

3,34/ - Three-qu;rters of the males and nearly hélf of
57-73 '
: the females obtained advice from friends and relatives
upon their rejection. The la;gest category of advisors
for the males were parents, friends (including M.D.'sf,

and professors, and the same was true for females

(though frienis were consulted more than pérents by

the girls). Hzles were more likely to seek advice

from their sivlings thin were females, and neither sex

obtained advice to any greét extent from other relatives

or from gui .. .e counselors.

5/74 ~ Both males and females in approximately equal pro-
porfions found the advi;e of their friends( a category
iﬂc]dding physicians, the most.hélpful. Males found

" their professors' advice more helpful tﬂan'their parents'
advice, vhile for females this evaluation wﬁs reversed.

whether this is an important difference would depend on

what advice was given by each group to each sex.

36/75 Fifty percent of the advice given was to reapply, .
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" either imhediately or after more school elsewhere.

\ : :
Men received the latter ac ‘ce more frequently than
women, although equal percentages of both sexes were

advised to go to graduate school instead of medical

school. Other advice, such as repeating the MCAT,

applying té foreign medical schools, or tryiné a dif-
ferent career, was given too infrequently to producé
large enough percentages to analyze meaningfully. (The
category "other" includes such things as general en-

couragement, take a year off, etc.)

Forty-eight percent of the méles,and 32 percent
of the females said that at the time of their rejection
the& thought they were very likely to reapply. Thirty-
four percent of the males and 56 percent gf the females
said they were only somewhat likely, or not likely, to
reapply. Thus, as is consistent with tables already

presented, males were more likely to persist in their

desire to go to medical school. Notﬁ that as many as

41 porcent of the total sample were sufficiently
committed to the idea of attonding medical school as

to want to definitely reapply. (See Appendix II.)
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8/717 This

commitment, in fact, seems to be broader

than jusé‘a desiré to attend medical schooi and be-
come a physician per se, since 46 percent of the sample,
males and‘females in equal percehtages, professed tb be
“very com@itted" to health océupations in general even
if they couldn't enter medical school. Twenﬁy-nine
percent of the males and 12 percent of the females
professed ;ither very little or no commitment to health
occupations aAd 13 percent of the total definitely re- :
'jécted the idea of any occupation but mediciﬂe. Per-

haps surprisingly, a larger pfoéortion of this latter

]

'group were female than male. When tﬁose not éﬁmmitted

to -health and those not willing Eo gJ outside medicine

as a specific discipline are combined ;nto what is

p2-haps a category which applied to mcdical school
séeking other (extrinsic or intrinsic) rewards énd

opp¢ ctunities than those manifestly associated with
improving health or curing illness, there still femains -
quite a large group of rejectees fﬁirly or Yery committed

to health careers in general (65 percent of those inter-

viewed) .

42




/78

),41/79

38. '

Nearly 90 percent of the applicants were still
undergraduates when they applied to medical school.
There was no difference in this status between males

and females.

While a large proportion of this sample of medical
school applicants had the foresight to have made, or
considered making, alternative career plans (See Q.3lf
for only a small percentage (11.5'percent) did this

mean simultaneously applying to graduate and medical

school. Twice as large a proportion of males toock this
approach as did females, and of those who did apply to
graduate school simultaneo;sly with medical school, three
tim;s as many were males. Girls appear to be more de-
cisive about having a specific Eareer as a physician,

or only as a physician.. While these students had a

number of reasons for simultaneously applying, the most

. frequent one was to ensure a career in some health field.

This is gonsistent with the large degree of commitment
expressed by these applicants to the health area in
general (Q. 38), and consistent with the people-oriented
values they held. Only a small percentage of those so

applying showed any doubt about their acceptance to

43
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graduate school; a much larger percentage showed in-

decision about just what career they wished to pursue.

However, once these applicants had been rejected by
medical school, 81 percent of them then applied to grad-

uate schonl, in approximately equal proportions by sex.

While 62 percent of the sample first applied to
medical school for 1966, only 39 percent applied to
graudate school for that year. Abéut the same per-
centage applied to graduate school for 1967 of later.
More students (30) appljied to graduate school for those
years than applied a second time (21) or a third time
(16) for medical school for those samé years. Far
more females applied to graduate school subsequent
to their first rejection by medical school (29) than
applied a secogd and third time to medicgl school
(9). Although more males (41) applied subsequently
to graduate school thanrappliéd'a second time to
medical school (30), it may bé concluded that graduate
school was more single-mindedly and overwhelmingly the

preferred course for females than it was for males. It

must be remembered, or course, that the same student can

' have applied to both medical and graduate school, as
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. well as applying for more than one entrance year of

graduate school. This, 6f.course, somewhat changes
what the percentages are and how they are inte;preted.
It might be speculated that.females accepted tﬁeir
medical schoo} rejection more.readily and totally than
did males, not because they were less committed to 2
specific cafeethin medicine taan were males (Q. 38),
but because they were more pessimistic about their
vgecond"” chances for medical school than were males.
This.would be in accord with other'data, suca as the
smaller number of medical school appllcations originally
made by females, the smaller number ?f intervaews granted

them, and the fact that they could count less on parental

‘financial support than could males. It is also consistent

with reality; even in 1971-72 women constituted only

13.5 percent of the entering class of all medical schdols
in the U.S. (8). 1In England in the same year the prer.ent
study was carried out, females predominated among the ~
rejected (54 percent) and males among the accepted (77.
percent). Using grade levels as his criterion, Johnson
firmly argues that one cannot 1nterpret the above ob-

servations by concludlng that women are less prepared
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,tﬁan me;,{apd as a mafte; of fact he finds them to be
higher acﬁievers fhan thq men (9-10).
While relative to career possibilities females
were more %anguine about graduate school offering a}
.realistic glternaﬁive rather than re-applicatidn to
medical school, yet maies were more realistic'than
females about graduate school aﬁplication procedures.
Not on;y dié more males apply than females but four

times as many males applied for two entrance years than .

did females.

3/82 Consistent with the lafge nuﬁberg who said they
were fairly to vc.y committed to a heglth occupation
eveg apart from their desire to sﬁecifically go to
meaical school was the fact that one-thirq of the sample
listed some health field when applying {or graduate
school. In fact a majority of the males, though only a
quarter of the females, did so. |

4-45/ | Of the total number'of rejecteés who applied to

pames. graduate school (simultaneéusly or subsequently) 80 were

accepted and 76 attended. The acceptance rate for these
gré&ﬁate school appliéants.ib very ﬁigh, in striking con-

trast to their rejection by medical school. Wwhile the
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acceptance and attendance rates of those who applied

\ ‘ . :

is very good (99 percent and 95 percent respectively)
and almost as high for females as males, again the over-
all male-fémale breakdown favors the males. Whereas

88 percent of all males applied to graduate school and

88 percent were accepted, only 78 percent of éll females
applied and only 73 percent were acéepted, Further,

while 84 pegcent of the males attended graduate school,
only 68 percené of the females did. 'There,probably is

a self-selection mechanism at work here in which only

those who are likely to be accépéed apply, or it may

be that the fact they were pre-med majorg made Ehem

all -desirable graduate student candida%es. In any case,
two observations seem relevant: 1) the striking difference
in rejection rates between medical and graduate school
applicants suggests, since somewhat of a naturallcan-
.trolled experiment took plaqv, that the explanation of

the difference lies in the systém rather than inthe -
individuals; 2) whereas a1l rejectees wanted to go to
medical school, large numbérs of these stude;ts could
easily have had their original commitment to medical school
subiimated or redirected toward education on a gfaduate

« level generally, whether in health or in some totally
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differert field. That is, there would seem tr be an
‘

underlylng general motivation, 1ntellectual cultural

or the effects of childhood socialization, toward

being a professional of any kind; rather than a specific

drive toward being a physician and only a physician.
This second point seems to ke more true for nales than
foi females, but quite relevant for both sexes. It

may be here that one sees the emergence of yhat Phillips
and Rosenberg (20,14) call "intrinsic self-expression

oriented values."

while one-third of the sample had applied for a

hexlth field when beginning the gradpate school appli-

cation process, a slightly smaller percentage (29 per-

cen ) eventually majored in such a field. About the
same number of females whe applied for a health major
e ‘'ed up with one (perhaps because the term "graduate
education" included professional training such as |
nursing and medical technology as. well as general lib-
eral arts graduate programs) ; however, there was a drop
of 25 percent (from 57 percent to 32 percent)’between
health fields applied for by males and those males

actually majoring in a2 health field in graduate school.
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More than a quarter of those attending graduate
school listed more than one ﬁajor field of study.. A
health field, if the student's choice at all, was far

_more likely to be his first and only choice than one of

several fields majored in.

4@/86 While the majority of those attending graduate school
entered in 1966, a larger percentaée of the males entered
from 1965 to 1967 than did female;, who tended to enter
later. It would seem that, once rejected by medical
school, the men got down to the serious business of a

career earlier, and more decisively, than did the women.
]

. “{
49/87 " Males were most likely to attend graduate school
for a total of two years, while females were likely to
attend for only one year. However, the majority of males
attended for £hree or more y2ars while only 35 percent
of the females attended thi:s long. These differences

are related to the different kinds of graduate education

undertaken, and this will be elabqrated upon below.

50/88 Eighty-two percent of those who attended graduate
school obtained the degree they sought, whatever the

) - o field studied and the number of years spent in acquiring
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it. Twenty-two percent of thoze who did not receive
a degree did not because they transferred to medical
school in the midst of their graduate education. Most

of these transfers were male.

Thé largest proportion of graduate degrees granted
were-masters, either of arts or science. Equal pro-
portions of these (40 percent) went to males and fe-
males. However, of the 11 respondents (17 percent of

those receiving graduate degrees) who received two

' degrees, 8 were males (73 percent) and in every case

[
one of the two degrees was a Ph.D. While a larger pro-

portion of the total number of Ph.D.'s granted went to

males, females received propprtionately,more Ph.D.'s"'

than did males. Males received 100 pércent of the

D.D.S.'s granted, 86 percent of the other medical degrees

" (e.g., podiatry, optometry, phari:acy), and 78 percent

of the other non medical degrees (e.g., LL.B.'s, MAT's,‘
MBA’é). Females receiQed 100 p2rowvit of the MT (medical
téchnician) degrees granted.

. Thus, vhile males took degrees' ir. ¢ vange of medical

and non-medical fields and received no (e type of de-

éree more overwhelmingly than another, f::anles who did -
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not get masters either went overwhelmingly to one
extreme, a Ph.D., or the other, an M.T. The M.T.

accounts for the large number of females who spent

only one year in graduate school.

The majority of both sexes did not receive their
degrees ﬁntil the early 1970's. Since the maj;rity
of respondents received their bachelor's degree in
1966 (Q. 58), this means that whaéever the gfaduate

education undertaken, the process took as long or

longer than that necessary to train these students

as physicians. However, it must be remembered that,

'

in small part, this graduate trainingwas extended
by the fact that the table includes second graduate

degrees acguired as well.

Not untypically, the majority of the applicants

took four years to complete iLheir undergraduate train-

'ing, although more females did it in three years than

'did males, and more males took more than four y ‘ars

than did females.

All but 2 males received an undergraduate degree,
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See table for explanations of the two student’s behavior.

Fifty-four percent of the undergraduate degrees

received were BA's as opposed to BS's. Proportionately

‘-more males got BA's and more females BS's.

The majority of the sample of rejectees received
their bachelor's degree in 1966, the same year they
took the MCAT's and applied to medical school. A

larger percentage of men than women got their BA earlier

than 1966, but all but one of the eight students who

got BA's in 1964 or earldier were male. Three males
received their BA's in the 1950's and were therefore
) {
at least in their thirties at the time of this survey.
Twenty-eight percent of the males and 59 percent

of the females took ccurses not applicable to a graduate

degree upon completion of their bachelor's.

.The largest proportion of these courses were in
the hard sciences and approxiﬁately equal percentages
of males and females took such courses. For males the
next large;t course work area preferred was business,

while females took no courses in business. However, a

—
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large éercéntage of females took courses in the
humaniéies.and, between education and humanities,

almost as large a proportion of females took courses

in these areas as they did in the hard sciences.
.dbviously, teaching, and the liberal arts, offered

more desirable -- and perhaps more feasible -- possi-
bilities as potential alternativé careers for women.
than did business. Interestingly, the areas'with the
fewest number of courses were in the éocial sciences and
in health fields. Pefhaps this occurred becaﬁse courses

in health were viewed by these rejectees as being

M

applicable to a graduate degree, and therefore not
admissible for inclusion in answerinéithis question.
When more than one addita;al course was taken (Q. 60)
these did tend to be in the social sciences, especially

for females, aithough again hard sciences predominated.

61/98 _ While the most frequent reason given for taking
such additional courses was interest in the particular
area, it would seem that sincg a large proportion of
such courses were in the hard sciences and these students

had, presumably, been premeds, they might well have had
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the idea that they would be potentially helpful for
\ ‘ ' '

future academic plans or possible careers. Indeed,

nearly 30 percent of the sample said they took such
courses ig order to help their dﬁances of training for
an alternative career. .
Three times as many males as females took additional
courses with the specific intention of reapplying to
medical school. This is consistent with table 37/76
in which 48 pércent of the males, but only 32 éercent
of the females, said that, at the time of tﬁeir re-
. : jection, they thought they weré.ve;y likely to reapply.
) Males either thought their chances fo? fﬁture ;cceptance
{

By medical school were better than did the females, or

they were more persistent in the face of rejection.

62/99 While nearly threz fourths of the sample had only
one college major as undergraduates, femaleé_were more
likely to have two majors than ware males, either be-

.cause they switched fields, or because they had a double

major.

63/100 As expected the great majority of those with only
one hajor were either premgds with a biology major, or

J * in some other "hard" science field. A larger proportion
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of males majored in the humanities than in the hard
sciences (all persons majoring in the humanities were
male), and two-thirds of those majoring in the hard

" geiences (exclusive of biology pre-med) were female.

63/101-102 when these students had more than one coliege
) major the first one, again, was mére likely to be
biology,‘or‘other hard séience, just as it was for those
who had only one major. The only~difference between
these students and those with only one majér was that
a much larger proportion of the females majored in
health fields, cither as a doukle major or before they
switched (usually to the h&manities)ac For males, the
sec;nd major was likely to be humanities also, or the
Vgscial sciences,.and the attrition, for both sexes, was
. from the "hard" scienccs and premed. It is difficult
to interpret the importance of these changes in under-
_ graduate majors; they may indicate a growing awareness
by the rgjectee that the future might not lie along é
straight medical career path,.dr it may be that, as
they advanced toward their senior year, these students

felt a desire to broaden their intellectual scope by

b adding additional courses in the social sciences and
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64/103-109 It would seem that the second explanation (in

Q. 63 above),-a broadeqed intellectual scope, was -

the most important fagtSf influencing these students'

final choice of undergraduate major. Ninety-one per-

cent checked an "intellectual interest i; that area"

as fairly to very important reason in their fihal

choice of major, although two other reasons, "ability

to do well" and helpful with "future career-plans“, also

were very important to at leést 80 percent of the

L . sample. None of the other reasons provided as possible
factors affecting selection'of the final major field
were deemed very important (such as aﬁility to get
‘along with the faculty, advice from advisor or parents,
or friends taking it). ghus there are several quite
different reasons for the final selection of a major.
Broadly they can be characterized as idealistic and
realistic. The shift away from premed and health
fields for the females could be indicative of a shift
in future career plans, a change in intellectual per-
spective, or merely a realization of academic difficulties.

. However, the fact that the shift was to the "hard"

26




€5/110

66,67/
111-112

52.

|
sciences as well as to the humanitieé, and that females

ranked "intellectual interest" before any other reason,

would lead one to favor the first two reasons over the

!

last. '

l
Males gave "future career plans"' as the most im-

i
portant reasons (and a larger proportion of males gave
this reason than did females) fnr their final selection

of a college major. Whi’e biology-and-premed was the

major field for most of them, less than half the sample

- acknowledged that they selected their major on the basis

I .
of future career plans; almost as many of the respondents

said the most important reason for their final choice
was an intellectual interest in that area. If this is
really the case, it might be expected that the most sat-
isfactory alternative Zoi these students, once they had
been rejected by medical school, would be the "hard"
sciences, since there they could combine their interests

with their years of training and preparation.

While 60 percent of this sample had a grade average
of B, with most of the rest having a C average, almost

50 percent of the respondents said their grade c.erage
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had imﬁro#ed during their years as an undergraduate.
While only a very small percentage had én A; to A
avefage, it is also true that only a small percentage
saw a decrease in their average as un?ergraduates.

|
Females as:a whole had higher grade arerages than males
(but Qere more likely to see a decregse in théir averages
during the undergraduate years); yet, females were less
likely ¢ think their rejecéion by mediéal school was
primarily due to poor grades, though both sexes thought

poor grades was a "fairly to very important" reason for

their rejection. (See Q. 27A aﬁd,28.)

1

68A/113-116 Among the four undergraduate areas (arts, humanities,

68B/117-
120

‘males. These students took courses in all three of the

hard and social sciences) in which these students could
have taken courses, the arts was the only area in which
a substantial proportion of the respondants touk nc

courses; evenr so, a majority of the sample did take such

courses. More females took courses in the arts than did

other areas, though whether they took few or many courses

is not indicated.
A little less than a majority of the respondents
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say that they would now take courses in the arts,
L | -

‘ . - : %
humanities and social sciences, if such courses were

made available. A smaller percentage said; they would

l

now take courses in the hard sciences. But a majority

t ' ! |

of both males and females indicate that they would

take no more courses in any of these areas. The one

exception is that a majority of the females indicate
that, if made.available, they would now take more
courses in the arts. among the males the largest per-
centage (though not a majority) of those who say théy

13

would take more courses now would do so in the social

R T P
‘ N
\

sciences.
{

68Cc/121-124 Except for females in the "h;rd“ sciences, a

majority of males or females felt they did not have

a "knack" for course work in any one of these fcuf
areas. Females felt they had the least ability in the
arts, as did males. There was no real difference be-

" tween males and females in seif-assessed ability, a}—
though proportionately more males felt they'had a
knack for the arts and humanities than did females, and
mofe females proportionately indicated a knack for the

:) vhard" and social sciences than did males. Perhaps this
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fact helpé explain both why more of ﬁhese;females
were encoﬁraged to go into the hard scienées (68E,
. T |
below) and also why more females than males planned
to do medical research once they had their M.D.
i }
degree (26/48). o '

o

68D/125-128  In none of these areas did the majority of re-

jectees say they found rqugh-going academically. Of

the four, the largest percentéée'who-indicated having

a rough time did so with respeét to the "hérd? sciences

(32 perceht). Both males and females found the arts

(W least rough, the social sciences hext, and the;hu-
manities after that. (Both males and‘females, it shbuld
be remembered, took fewest.courses in the arts and felt
they had the least "knack" for courses in this area:;
the humanities, on the other hand, was the least liked
of the four fields.) In terms of a latent continuum of
both motivation and ability, this sample seems to
represent some hypothetical midpoint between apathy and
inspiration; they ére neither.overly enthusiastic and

self-confident nor do they feel inadequate or extremely

self-derogatory about their intellectual capacities.
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5 .68E/129-132 while 46 percent of the females!said their teachers
- had encouraged them to go iﬂto the h;rdlsciences,~only
28 ‘percent of the males.said they had been so encouraged.
A higher percentage of females than ﬁales indicated they
were encouragea to enter all the areéé fexcept the arts).
However, only a very small percentag#‘of either males
or females said they were encouraged ﬁo:go into the arts,
humanitiés or social sciences. Whether these findings
are: a) the result of professors and parents' reflected
assessment of these premedical students' abilities and
J”‘ " capacities; b) due to acceptance by the.students and
3 those advising them of the' medical qa.réer path they in-
dicage they wish to pursue; or c) merely a by-produc;
of a career guidance sy;tem which further reinforces an
already strong self—seygction process, can provide
interesting but unverifiable speculation for the analyst.
Johnson (10, p. 267), in his English study, found no
significant difference between the encouragement pro-
vided b? undergraduate professors for those who gained
medical school places and thése who did not; nor was

there any difference in encouragement by sex. However,

-~ he did find much greater "positive discouragement amongst
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68F/133-136 A majority of the respondents, both male and
female , said they liked the "hard" sciences as an

| 3
area of study "a lot." While 75 percent of the males

l
and 85 pefceﬁt of the females expressed this preference
and degreelof liking, none of the three %ther areas
~appealed to a majority of either sex. Mélgs expressed
strong liking ‘for both the social sciences and humanities
in about equal proportions (about 41 percent), and fe-
\ males were attracted to both fhese areas in approximately
A ' -equal proportions to the males (46 percen£), Though
the arts was the area wr'<h evoked the least amount of
such positive affirmation, here too proportionately
more females than males expressed strong enthusiasm.
Thus, more striking than che fact that the hard sciences
were preferred by a majority of the rejectees (and that
the arts were again ranked at the bottom) is the fact
that females in proportionately larger numbers than males
expressed'enthusiastic preference for all four areas.
Interpretations of this table, therefore, must explain:

a) why the hard sciences, an area of study typically

associated with males, should be strongly endorsed by

ERIC - - 62
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more females than males; and b) why female% should b
more enthusiastic about all fields than ma#es. Con-
cerﬁing thellatter interpretatiog, it may ﬁe that,
because girls in high school and co%lege earn better
grades than bpys, and on the whele are higher achievers
at these levels, (a fact supported by Johnson's study
also), they receive more academic and psychological
rewards, as well as other positive reinforcement. In
turn, they express less ambivalenee about school and
are perhaps more interested and possibly even.more

highly motivated than the males. More open expression

of such feelings, in turn, perpetuates a cycle of

’

. 4
positive reinforcement. Possibly as a social remnant of

parents' and teachers’ approéches to female education

as a time when girls are taught to be "well-rounded"

and have many, diversified skills and interests, sucl:
childhood socialization concepts carry over to under-
graduate education as well. ﬁoever, "a" above cannot

be explained in terms of such‘stereotypic sex role
learning patterns as well. Instead, the phenomenon

may be overeompensation. Females, precisely because

they was well as males are aware of the traditional image

of the "unscientific woman", both in reaction to such
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an image, and out i a nGt unrealistile anxiety con-
cerning their strongly desir;d future‘medical career
and.the greéter odds against their fulfilling this
i desire than those for nales, may pvericompensate by
expressiné even stronger enthusiasm f?r the hard
sciences than do males. That is, thg& may lack both
the financial wherewithal and the solid societal
support for their career intentions to become physicians,
and may attempt to compensate by being more highly
motivated and enthusiastic students in the very area
- in which will ultimately be hardest for them to achieve
recognition. Other interpretations aie, of course, |
possible, such as sélf-selection -~ these female re-
jectees may simply be more s;ientifically oriented
than non-premed majors and be quite different not n.ly

from other females but from males with whom they attended

school.

68G/137-140 Althoﬁgh neither sex noted any great dislike for
any of the four areas, there were smail differences.
Féwest females expressed great disliking for the hard
sciences. This area was ranked the same by both sexes.

) : However, proportionately more females said they disliked
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the social sciences a lot more than #id;males; further
‘they disliked it more than they disliked the_other two
areas. Males expressed éreater,disliking forfthe hu-
) manities and arts than for the socialgsciences. Over-
all, the humgnities were most often c?oéen as least

liked, although again this was by a ﬁe;y small percentage

of the sample. . ii

68H/140-143 While a majority of the sample repdrted-having

thought seriously at one point in their college years

\ " of having a future career in the hard sciences, a
]
tC:' majority of the females 4id not express having such

thoughts, although they overwhelmingly said they liked

the hard sciences a lot, and.that they felt they had

a knack for course work in this area;.also, nearly a
majority saiq their teachers had encouraged‘fhcm to

go into this field;professionally. Although they did

not find the hard scieqces rough-going academically,
they.were quite definite that they wculd take no more
coﬁrses in such fields. WwWhat emerges is that the girls
m;y have had, possible by self-selection as premeds, quite

a bit of scientific talent -- to the point of being en-

couraged academically and professionally to use it as




.

the foundation of a future career -- and yet did not
-

envision themselves (or were.not attracted to) the
"scientific; side of medic.ne. Althpugh for females
as for males an interest in s2ience was the reason
most frequently given as mosi important in wanting
- to become physicians, humanitarian idealism also ranked
very high and may play a part in explaining why these
undergraduate females did not; by and large, seriously
consider a career in the hard sciences. While this is
in accord with the fact that a iarger number of males

than females went on to get graduate degrees in the hard

(

bt

sciences, presumably enabling them tQ(dO medical re-
search, it must be remembered that a much larger pro-
portion of females than males said they had planned on
a career in medical research as physicians. Thisz muy
egplain why nearly two-thirds of those majoring in tlLe
"hard" sciences, and not biology or premed (Q. 63),
were‘female. However, it is more difficult to interpret
why propdrtionately fewer females than males thought
seriously of making a career in this area. Changes in
interest, lower aspiration levels, more realistic

( assessments of the job market in these areas, might be
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. some of the possible explanations. :

l ] b

Neither males nor féemales exhibited a tendency

|
|

to think seriously of careers in the other three areas
l .
to any significant degree.

ot

681/144-147 Not unexpectedly, more members of both sexes said
that one of their closest friends had majored in the
_“hard" sciences rather than in any of the other three
areas. Social sciences was sécond for the females,
ﬁumanities for the males, but they were p;or seconds.
) It would seem that, except for the arts, these premed
3*’ students were somewhat more likely to have friends in

all three of the other fields. They were least likely

to have a close friend majoring in the arts. (See Q.

113 and 114.)

6?,71/148— Very small percentages of these rejectees éaid
* their studies had been disrupted by either physical cs
' emotional illness as undergraduates. Of those whose
studies had been so.disfupted, the.largest proportion
(20 percent) were Jemales, and this was for physical

illness. However, only two students had to leave

/ school for more than 4 months for emotional problems,
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and only two for physical illness.

73/150 Fifty-one percent of the males in this sample had
never.served in the military, which is sujpfising

because almost all of them were.over 25. {_
. |
74/151 The largest proportion of those who served did so

for two years, though 20 percent of those who had been

in the military were in for four or more years.

75/152 Such miiitary service did not affect, by inter-

- ruption, the studies of 55 percent of the respondents,

fi/ although the remainder is rather a large proportion
to have had their studies disrupted by military service.
76,77/153~ However, for those whose studies were interrupted
154
as well as fo: the others there was some compensaticn.
Eighty-three percent of them received special trainirg,
possibly as a medic (25 percent) though more likely i.
some field unrelated to health care.
78,79/155-  Of those that didn't serve, 79 percent did not ex-
156
péct to serve, largely because of age.
80,81/157- While only 8 males said that their graduate studies
~ 158 '
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I |
had been interrupted by the military draft, 17 males

|

(30 percent) said concern about the draftlggg affected
their graduate plans. 1In the main, it ha% accelerated
their anxiety, and perhaps their career d%éision plans
and the application proces;, fof Ehgy'had(to be accepted
by graduate school in order to avoid the draft. Perhafs
this is one reason why more males went, more_quickly,
into graduate school than did females. However much,
though, the draft accelerated the choice of career plans
or the application and entrance process, it aiso de-
layed orlchanged it, since 35 percent of those whose
graduate education planc were disrupted by the draft

failed to start or complete graduate échool because

of it.

Consistenv with: a) the early interest shown by
most of these unsuccessful applicants to medical school;
b) the persistence with which'a good share of them
reapplied upon their reﬁection; é) the degree of commit-
ment towards medicine they expressed; and d) the degree
of unhappiness they felt upon being rejected; is the
fact that 57 percent of this sample said they had

never scriously considered an occupation other than
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medicine before college. Of the remainder, proportion-

: |
ately more males than females had considered another

. career at that time.

0f the other occupations conSidered, the majority
were outside the health field (78 pércent). Females
were more likely to have considered health occupations
than were males, but nzither did so in significant pro-
portions. When more than one other occupation was con-
sidered, health was more likely to'be that alternative

than when only one other occupation was considered.

Considering the other pttitudes and behaviors dis-
played by the rejectees as exampled ig Q. 82 above, it
is interesting that during college the proportion of
students seriously considering an occupation other *“han
medicine increased, théugh not dramatically (43 per

cent to 49 percent). It rose about equally for males

-and females. Thus, during college, almost a majority

of this sample werc already thinking of an 6ccupation

other than in medicine per se.

Whilc the percentage of those seriously considering

other hralth occupations went up slightly from what it
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had been before college (from 22 percent éo 29 percent),
these careers still did not Eompete effecéively with

the serious alternative career pressures Jresented by
occupations outside the health area. Howéver, the
percentage seriously consideriné ﬁethh o¢cupations
during college was much larger for females than males,
and rose much more dramatically for females since pre-
college speculation than it did for males. Perhaps the
women already had some feeling that medicine was not

for them, either out of their own inabilities; changes
of interest or a reélis;ic pragmatism about the system
and their chances within it, Possibly, they merely were
moce disillusioned earlier about thei; chances than were
maics, or perhaps it wasn't cynicism so much as a real-
istic self-assessment of abilities and potentialities.
It »ay also have been because fewer fcméles were cer:ain

of having financial support for medical school from

their parents than were males.

This table and the following four are among the
most important of all the tables analyzed, and also, in
light of the already apparent trend differentiating males

and fcmales, among the most interesting. Wwhile during

71



67.

@.. college only 49 percent of the tota ‘1 sa;tlple of un-
successful medical school c;ndidates!even seriously
considered an occupatioﬂ other than medicine, and only

i
29 percent of these considered a heaith occupation, al-
most one-half (46 percent) of those ?ho:went to work
immediately upon graduation had thei%'first fulltime
job in a health field. This increaseiffom those con-
sidering health in college to thos; w§rking in health

v after college was not evenly distributed among males
and females. Seventy-five percént of all rejectees
who entered a health occupation were feﬁale and two-

fg’ thirds of all females took'a job in .health rather than
elsewﬁere, compared to less than one-;ourth of the males
who opted for a similar career. Moreover, for females,

a job in the hecalth field overwhelmingly meant a joh

as a medical or laboratory technician. Twenty-onc oiut

oé the 24 females who said their first fulltime job ziter
| college was in health were mediéal technicians (88 per

cent), while only 3 males entered this occupation

category.

Nearly 30 percent of the rejectees listed no first

fulltime job after college, as did the majority of
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males. However, not onlv did the mapority of females

work as medical techniciuns vpon graduation, but a

majbrity of all females interviewed Qere medical tech-
. nicians. ’ %.
; |
87/164 Moreover, while the number of females working as
medical technicians decreased from 21 to 13 in the

years after college, still 77 percent of these women

had their most recent fulltime occupations in medical
technology. while the percentage of males in health
- occupations rose, only 3 remained medical technicians.
K:/ Besides the fact tﬂat, as their moét recent full-
time job, four times as many females as males are em-
ployed in medical technology, other interesting results
to emerge from these two tables: 1) the total number
as well as the proportion of unsuccessful applicants
holding a job at the time of the survey had increased
since just after graduation; 2) the total number as well
as the proportion of thése surveyed who held a health
job as opposed to another job had decreased (only 37'
percent of those listing a most recent job listed a

health occupation) since immediately post college; 3)

, the proportion of males in health carcers had increased
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. . in those 4-5 years, but the proportion o% females in
such jobs had de' reased. Nevertheless, while male re-
".
jectees seem to have begun to gradually enter health
fields other than medicine, a much larger percentage

of those currently in such fieidé were female at the

time of the survey.

\

!

\

. 87/165-167 In between the first job and the most recent job

increasingly larger numbers of rejectees went to work.
Presumably, since the majority Had.gone on to get
graduate education of some kind, they had completed

a such training, or dropﬁed'out, and were entering:the

labor market. However, even at tﬁe tgme of the survey,

more than 20 percent were not yet working (Table p. 169).

What is apparent from these three tables is the drop

(from 73 percent of the sample'whose first jok Emable

p. 167] was in a health field to 50 percent whose most

recent job was in a health figld [Table o 165[) in the

percéntage, although nét in the absolute number, of

those choosing health over some other field. The drop

was more precipitous for females thau males, although

at any one point in time far more fe?alcs (about 3 times

-~ - 'as many) than males were in health.

ERIC | 4
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It would seem that female medical school rejectees

went to work upon college graduation in fa; larger pro-
portions than males, taking lower level, leer paying
jobs in hospitals or labs. Sincg fewer oﬁ them had had
. promises of financial support frcm Lheir éarents for
medical school, it is possible that fewer of them also
had such support for other kinds of yraduate school.
While proportionately more females thén males gdt BS's
rather than BA's, proportionately more females received
Ph.D.'s than ﬁales, aﬁd equal proportions of ﬁales and

females got masters degrees; at the same time it must

be remembered that a large subsample of these females

. o .
spent only one year in graduu . -¢1.30l, probably getting

a medical technology degr-:. (% -» 49,51/87-89).

Thus the unsuccessful femrsic applicants to medical
school seem to split naéuxnlly ‘ato two groups: Ehdse
whg obtained a great deal ¢ graduate educ:tion of a
' specific, scientifi~ nature; and those who roseived very
little (if any) advanced training, but insteac iw'ent im -
mediately to work, mostly in any héa)ch iob they gould
get.

Th males seem to be a more homogeneous group, a

AN



)

| \‘ ’ 71.
. |
| | o

! !
characteristic perhaps due to se¢1f-selection by male

! . ]

premed stﬁdents, or to struétural effects of the ed-
ucational-occupational sys=ew through which boéh males
and femalés passed, but which affected or treated tﬁem
differentiy. There might havé been more or less of one
kind of male premed studes.:, and severzl kinds of fe-
male premed students -- those more ari less committed
to medicine. Both sexes nay have‘started out with
very much the same goals ard dcdiwgtion, But the fe-
males, after encountering ms.c .bstacles and tougher
expectations (as well as having less teqanciousness
and lower aspirations) ended up, thraugh a proéess of

&
self and system selﬂtrion; with their humanitarian ideals
and desire for a heaith career fairly intact but neces-
sarily havingvto lower their occupational'sights.l low-
ever, when it i: remembered that degree of commitmen .
toward medicine was equally strong for males and femn: les,
as wés interest in vcience and in helping others, it =
is difficult not to attribute thesé occupational and
gfaduate school differences to specific adjustments

made by the females to the career system and structure,

as well as to differences. in early and later socialization
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" NOXMmS.
That equal numbers of male and female rejectees
. !

l
- L] ! hJ
were married 2t the time of the survey, and that these

o were a radurx’y of the unsuccestu% candiéates, suggests
another aspect of possible explanation. gerhaps, as
is often the rattern among young college graduates and
married professionals without children, the women téok
"any" job immediately rather than a "career-oriented"
job.in order to support the couple while the husband
underwent his graduate training.

A
]

—_—

S 86/168 This suggestion is partially confirmed by data in
this table‘which show that 2/3 of those who entered
graduate school immediately after college were male.

More striking is the finding that only 53 percent of
the rejectees entered graduate school right after college,
although most of them had been prepared to enter medical

school immediately upon graduation.

87/169 . Five years after college graduation, 30 percent
of the males and 7 percent of the females were still
in school and had not yet held a fulltime job. Males

constituted 85 percent of those who had never had a
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" paying job. It is evident that males had;much more

incentive or opportunity or both to pursue an extensive,

demanding graduate education than femalesji The patterh
seems to be that maléé pursue as loPg a graduaFe ed-
ucation as is necessary to gét the degree they desirq’
while females, through a combination of self-fulfilling
expectations and lack of opportunity, spend less tiﬁe
at the graduate levels of academia and go sooner to
work, in order to support tche couple (or herself if

she is single). One wonders whéther the predisposing
factor, if not the precipitating one, ig reduced op-
portunity for the female at the graduate level, or lower

4

aspirations and inclination to attend graduate school.

Whatever the initial reason that males and fe-
males chose work over graduate school, or chose their

present job over_ a different one, equal proportions of

.males and females report they are fairly to very com-

mitted to their present careers. And indeed a very
high proportion of all thuse responding to this question
(89 percent) reported fair to hiéh commitment. This is
interesting in light of the fact that the vast majority

of these former prcemed students was very upset by their
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"medical schcol rejection. -However, for a. »cst the

i

majority of the sample, the commitment was to a career
in health, not to one.in'mediciqe (Q;|38) and 37 per-
cent of those working now are in seldeescribed health
occupations. Thus this présent-cémmitment, as well as
the earlier aspirations, were: aj no% so much to medi-
cine as to health in general; and b) f;irly transfefable
to some other occupation, as much or more outside the
health field as within it. |

Probably what is evidenced here is that once having
obtained an extensive amount of training (whether they
went beyond college or not, they still would be in the
minority of a national sample represeétative of their
age group for amount of highér education obtained) highly
rrotivated individuals: é) are very likely to be doing -
something agreeable and probably consistent with their
abiiities and their training, if not challenging as
well; and b) have had enough ﬁime in, and rewards for,
what they are doing that they.grew to derive satisfaction
from the job, if indeed they didn't start out satisfied.

The lattroc attitude shift occurred either because they

brought their attitudes in line with their behavior
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) : :
- (i.e., reducing the incongruity between their aspirations

: s

and reality) or reduced, by some other méthod such as
redefinition of the situation, whatever dissonance

might have originally arisen between their feelings of
self-esteem and the life choices they were forced to

make and which ultimately léd them to tbeir present
careers. In any case, whether they were medical tech-
nicians or research scientists, and despite the fact

that they had all wanted to be phygicians originally,

the vast majority of'those answering this question

(and fewer tﬁan half the rejectees answered this question--

)~ see the first _ :port on response rate for an explanation)

.
[}

reported they were quite committed to what they were

presently doing.

89/171-1738 : Of the eight (including "other") possible reasons
. provided for deciding on a career in the area chosen,
“abiiities consistent with the choice" received the
largest proportion of affirmative responses. Eight-one
percent of the total number responding to this question
said this had been a consider ion in deciding to begin
their particular career. Seventy-five percent of the

% ra2spondents said that they were steered into their choice
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; ' by the tfaining they received in éollege.} And 51 per-
[ . : ' '
cent of the sample indicated they'd been helped-to
A | .
make their decision on the basis of personal values.

|

And theseithree reasons were theigglx onés which re-
ceived a Aajority of the possible ;esponées. Very few
(4 percent) said they'd choscn taeir present career
for no specific reason but, rather, had just driftea
into it. Otherwise, the other reaspﬁs received a good
share of the responses, although only "abilities" and

"college training" applied to almost everyone. Suggest-

ions of friends, relatives and faculty advisors played

4 .
Vs . ‘

only a small part in career choice.

(.
“
’

{
While not a majority, a substantial minority of

the respondents said their particular career decision

wai due to "a chance opportunity". This éxplanation is

not that different from "just drifted into it," yet

the latter received practically no vote as an explanation,

while the former was endorsed by 45 percent of the total.”

Perhaps a distinction between the#e twc reasons was made
. along the lines of Aristotle's final (first) and efficlent

(material) causes; that is, a chance opporcunity (being

rejected by medical school,‘drafted into the Army,
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"picking a particularly fruitful subs&itute graduate
educationgl'experience) had acted as the 6£igina1
decision-maker by inevitably defininq a particﬁlar
path (or gy eliminating others).. fhis, in turn,
| : ’

.led ultimately to the specific caree7 now being pur-
sued and thus the present 0ccupation;is not seen as.
merely the random outcome of a decision’by default but
instead the predictable outcome of a chain baqun years
earlier by a ;hance opportunity.

while the percentage of males and femalés rating
the importance of these conside%ationS'in choosing their
particular career were about equal for Jconsi;tent with
abilities" and "because of a chance Spportunity“,
proportionately more males than females said they de-
cided on thelir careers 5ecause they were'COnsistent
with their training in college or because they @ere in
accurd with their personal values. Alco, proportionately
more females than males said they had been swayed by -
the suggeStion of a relative or friend. while males
were less lilely than females to attribute their final

selection of a college major to "future career plans,”

(Q. 64) the males’ responsé to Q. 89 would seem to indi-
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" cate that their college training had coiﬁcided more

with, or prepared them better for, their‘present career
thén females thought ihgig college trainihg had done
for them. Also, it would appea? that males are more
“inner—directed“ ("personal valﬁés“):and females
("suggestion of relative/friend") are more "other-
directed." ~However, the spread between;phe male and
female percentages isn't very wide so anf such analysis
may well be premature. The only significant difference

of interest here is that, of those who said that their

training in college was an important consideration ip
)

beginning a career in their present field, 63 percent

were male and only 38 percent were feﬁale. This is in
accord with the fact that proportionately more women

rr ectees obtained jobs at lower prestige and status
(and presumably skill) 1levels than.did méleé and thus
their college, graduate and éccupational career ladders
followed a straight upward course less consistently than

did those of the men.

While a slightly larger percentage of the total
number of unsuccessful applicants who said that their

abilities being consistent with their choice was a more
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- important consideration in choosing theirépresent

career than was any other factor, the sinéle most

important factor in choosing present careers was

college training. After 2ability, personal values and

other idiosyncratic reasons were found to be “most

important”. Cohsistent with the findings in Q. 89,

training in college was of most importance for males,

with 27 percent of the males giving this as the mces t

important reason. While college tfainiﬁg was im-

pogtant for females (20 percent'said it was tﬁe most

important reason), idiosyncratic ("othef") reasons

b were "most important" to an even larger proportion

of fémales (25 percent). R
In light of the responses to Q. 89, chance or "drift”

wai. no- considered very important (though it was twice

as important for female; than males), while advice of

oéhers, which had been important for a si%able minority

of females, was not considered the most important rea-

son by the great majority of the sample. dnly 11 per-

cent of the total gave th:is as the mo.t important

reason they had chosen their present career.

91/180-194 The most interesting thing about the analysis of
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- these 15 different reasons oxr characteristics for

choosing the present career is that all but two were
ranked as fairly to very important by a majority of
the respondents. This is, the present career paths
of this subsample provide these unsuccessful applicants
with an array of different opportunities, giving them -
a chance to fulfil (or avoid) many expectations and
hopes that other young aspirants often have Qhen starting
a professional career.

The characceristic most often ranked "fairly to
very important" as the reason for choosing the present
career was "opportunity to learn new things or improve
professional competency" (89 percentff In fact, 97
pércent of the males rated this'characteéistic of their
prasent career or career goal as "fairly to very im- .

»itant" compared to 78 percent of the fern. les. Almost

as large a percentage (76 percent) of females ranked

""living and working in the world of ideas" as "fairly

to very important," although this was not the second
most important characteristic (in terms of this ranking
scale) for males. Both importance of "becoming a success"

and "opportunity to exercise leadership” were found to

e
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-'be very important by males more often thah was

*®living and working in the world of ideas." Males would

seem to be somewhat more concerned with leadership

possibilities and success tnan are the females, and

females more concerned with learning and using ideas

and developing professional competency than males.
However a good majority of both sexes weﬁe more likély
to rate all these characteristics as "important" than
"not important", though becoming a success ranked
fairly low among these 15 reasons for females. All
the reasons discussed above fall most closely into the
:
category which Phillips and Rosenberd¢ (20,14) call in-

trinsic self-expression, though "becoming a success"

and "improving professional competency" tend to represent

.eXx~rinsic rewa-d-oriented values as well. Most interest-

ing, however, is that the high loading on "people-
oricnted" or aliruistic-idealistic values seen in

Q. 17 about reasons for»applying to medical school,

is n§t apparent here in "choice of present career." 1In
faét; such values are virtually absent among the list
oé most important reasons for the present choice. This

finding may be due either to the mncuration‘process over
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. originality; for doing practical work; for nelping

|

time, to the.difference between medigine as a caréer
and the present occupation. . 1
Other characteristiés of the present career choice

found f=irlv to very important by at leaci: 60 percent
of the males in the sample were oppor#unity: for

i _
others; for working with people rathér than things;
for freedom from supervision; for.technical éroblem-
solving; for contributing to science; and for high
income. Of these, at least 60 pcrcent of the females

endorsed all but the last three. In fact a majorityw

of the males rated everyone of these characteristics
s

but one ("avoiding a high responsibiifty job which
takes too much out of you") as "fairly to very important".
A rrery high proportion of females (91 percent) also

’ ‘

found this latter reason not at all important, but

sioriricantly, a majority of the -women also found

.not very important: technical problem-solving; con-

tributing to science; a high income; and an'opportunity
to achieve social status or prestige.
Interestingly, the three reasons combined in Q. 92

(195) under "prestige" (a high income, an opportunity

87



' to achieve social status and prestige, and becoming

a success) were not felt to be very impo£tant by most
of the females, and were certainly not feit to ﬁe
"fairly to very importan'" by proportionately as many
females as males. However, wheﬁ.acked to check the
most important reason for choosing ‘.«~.r present career,
almost twice as iawvgr a percentage of I =2les as males
felt these three exirinsic reward-oriecny = rersons to
be the most important r.iess (however, :he absoluce numbers
involved are quite small’,

One of the most interascing tables in &. 31 s

portion of

Table p. 190. The spread between the pro
males and females who thought becoming a success in

the present choice of career was very important is

large (35S percentage pointz) and, in fact, is the largest
spread between the sexes of any of these occiupational
cﬁci:e charactcristics. Combined with the fact that the
sprezd is alsc large for "high income" and "importance

of status and prestize", and éll thr:e are :n the same
direction (that is, males think these three ch:- .cter-
istics are.very important more oftzn than do femzles),

it would tend to confirm the anzlysisc presented for
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- Qe 17 (pages 21-24 of this réport).‘ P:eétige and high

income were held to be less-important by the females
than by the males, as reasons they had wahted to become
physicians.

What was suggested earlier, that females want
different things from a career and perhaps set their
career sights (aspirations as well as achieved goals)
either at lower levels or to achieve different grati-
fications than those achieved by males, can be expanded
somewhat here. Femaies Fave a /much more recént history
(in anything approaching lirge numbers) in the "male"
prcfessions, and there are still far fewer of thew in
these than in the mor acce, tablc "féﬁale" professions

(e.g., teaching, social work, nursing). Thus, when

.thay aspire to enter occugp.:ions normally undertaken by

males, while they may comprise more of the ijuanovators
or *pioneers" of their se cnan do males aspirirs to
the same profession constitute of their sex, they still
cannot take for granted eit-er the sovial épproval of
their fellow females and/or c012=égues or “h» social
sanction to desire as much success, prest.ge, ard high

income as is desired by males professionals. Both be-
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cause théy are newer at this'particular éareer gane

and bécauée they have been socialized to £éld different
career aspirations and expectations than do their male
counterparts, the fact that they had similar training and
career opportunities while in school (1f indeed this is
the case) is not strong enough to overcome thé structural

and social tarriers they confront even when they are

installed in a career. While they sz - they are as

committed to their present career as do the men (Q. 88),

they give somewhat different feasons for that'commitment,
either ecause: a) having a caréer in itself provides
erent oppoftuﬁities;for self-
expression, leadership, creativity, p;estige and success;
b) because females are seeking different things from
thrir careers than are males; or c) bezause it isn't

yet sorially acceptable (and thus perhars is stiil
lar¢ely unconscious) to want the same things from4;
career that do men. In other words, they either want
different things and find them, or they want the same
things but deny, to themselves, that this is true. Even

after attaining professicnal status, success, prestige,

and high income are not seen by women as (or admitted

50



- to be)'important.

Q. 92/195
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_ b
; | |
while the most jnortant single recason these
| .

medical school rejectees gre for wanting;to become

'
'
i

physicians is "an interest in science" (QL 17), a
“chance té contribute to scieﬁce" is the iggs; iﬁ-
portant reason selected for choosing their present
careers. Only 5.5 pefcent of the respondents gave
this as the most impor;ant reason for their present
choice. While in the earlier question alﬁrui;tic-
humanitarian ideals (an opportunity to be helpful
to others and an opportunity to wbrk'witp people,
not things) were checked as most impo;tant by ;lmost
{
as many people as checked'an interest in science, it
is still a powerful motivator, but not as important
to as many pecple in their preseut career; as is in-
tellectual creativity .an cpportunity to be original,
work in the wecrld of idras and to learn new things
and become professionally competeat). Thus, as they
became older, and as aspirations merge with behavior,
and as they no longer define themselves 6r aré defined

by others as medical school rejectees, these young

peorle hecome altruistic in decreasing proportions and

91
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'egoceqtfic in increasigé proportions; This is not
to say that large percentages of them areé't people or
other-directed, or even that a majority o% them are
motivated largely by seifish or self-fulfilling reasons,
' |

but only that realiﬁy (in the féfm;pf pregent career
opportunities and increasin§ family ;nd professional
considerations, pressures and sanctions) has begun fo
Play a weightier réle in molding evaiuations of occu-
pational opportunities than it did in forming earlier -
career aspirations.

While "prestige" and "leadership opportunities"
were considered "falirly to very importznt" by large
majorities of the males and by a smalier (but nonethe-
less majority) proportion of the total sample of re-
jevtees, thes: two categories of reasons for choosing —eens
the present caieer are, not nearly as frequently cited
as tne most important reasons as are “"altruistic ideals"
or "intellectual creativity". 1In earlier tables,
p;estige and success factors were not considered very
i@portant by nearly as large a proportion of females

as they were by males; nonetheless, in this table, they

are considered most important by proportionately more

]
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. females than males. An opportunity for leadership,
on the other hand, was checked by a quarter of the

l
males in the sample as most important, not too far

|
off, percentage wise, from humanitarian and intellectual

fulfillment. Females, however, raﬁked "an opportunity
to exercise leadership” at the very bottom of the list
of most important reasons for choosing their presenﬁ
career, along with a "chance to contribute to scientific
knowledge". Apparently females achieve prestige dif-
ferently than males or value it more highly or find

(:) - it more often, while males rate leadership, with or

) without prestige and social status, as important and

4

find it more often or value it more highly than do females.
It may just be a matter of different paths to the same

go:.ls or, conversely, different appraisals of the same

paths -- that is, ore sex's "prestige" may be the other's
Meacership."”
. 93/196-210 Just as with the present career, any new career

these unsuccessful medical school applicants would em-
bark upon is seen (through what is perhi:n:. -h idealistic
overlay) as having to provide multiple opportunities.

As with the present career, the characteristic ranked

Q 93
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most frequently as "fairly to very'important" in choosing
| .
; " & new career is an "opportunity to learn new things or

!
improve professional competency". while the overzll

] l
proportion of the total demanding that any new career
|

provide such an opportunity as this (94 p%rcent) remains
quite close to the overall proportion giéen in Q. 91
oo . (89 percent), the proportion of females réting this .
characteristic as very important has increased neariy
20 percentage points from Q. 91 to Q. 93. Perhaps
‘more females, starting at lower, less professional
levels (mostly as medical technicians) feel a'greater

. . need to utilize their college training and past ex-

y perience to m

[}
ta
1]
|.l
3
+
Q
fu

rgfessiconal .career or in a
new direction, while the men, having.éompleted a more
thorough graduate education, can afford to look for
sther things from a career as well.

For both sexes "an.opportunity to be helpful to
~ < .=+ others" has increased in importance from the reality
" of the present career to the ideal of a new career.
Perhaps, given free rein to speculate upon é r.ew job
(free tuition and living éllowance), these unsuccessful
applicants find it easier or even more natural to give
their ideals or humanitarian values more expressibn

Y . than they could have afforded when they had to take

whatever job a chance opportunity thrust upon them.

Q 94 ’
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- Or perhaps, instead, their imaginations propel them

l
in a direction which brings their ideal job in line

with their humanitarian feelings. Of course it may

be that this is one of the things many of them are

. vaguely dissatisfied with (vaguely, since a majority

of the sample reports that they do p%esently find.
opportuniﬁy to be helpful to others);in their present
jobs, and thus their imaginations are given ﬁore
impetus to desire.expression of such altruistic senti-
ments in any future jbb they may obtain.

Living and working in the world of ideas, and an

. . . L '
quently cited as of importance in choosing a new career,

as they were felt to be in choosing the present career.

wWhlle "leaderstip opportunities" declined in importance
for some of the male rejectees, it rose in importance

for 15 percciit of the females (from Q.-91-to Q. 93).

" Again it may be that present.experience is somewhat

disillusionirg to the women -- that is, their training
may have prepared them to be leaders but the job struc-
ture and system forced them to take non-leadership

posi tions which they now fcel are inconsistent with

—-te .. -
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" their éraining and aptitudes -- and £hey now feel more
confident‘of their abili;ieS‘and morl ablelto handle
leadership positicns. Or it may be that when females
think about possible career potential?ties and oppor-

iunities, they permit themselves greafer latitude in
their desi;e for supervisory responsi%ility thah-do
men, who already have a greater rangé bf responsibiiity;
or than they (females) permit themselves, or are per-
mitted, to have in reality. Perhaps because leader-
ship positions f{or women is a moré openly debéted issue
> at this time, women see these opbortunities as more de-
ble than, for exampie, opportunitiesifor aitruism.
wWhile "becoming a success" is raéed "fairly to
very important" by as large a proportion of males in
‘an,- future career as it is in the prescont career, it
has gécqmeﬁsomewhat-more\;mportant for_femaies, fhough

s ~—

_;—;//BQt“ds important for neafly as large a proportion of
o them as for the males.
In conjunption'with other intellectual opportunities
these reicsctees rate as important in any new job they

would take (e.g., "opportunity to learn new things,"

"opportunity to live and work in the world of ideas"),
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o
creativity," which is the ch:racteristic cited as most

important by the largest percentage of rejectees in
choosing their present job, is not only in the same.
rank order position in choosing a ggg career, but also,
has been endorsed as the most important category of
reasons by 50 percent of the total sample --.a 15
percent increase from Q. 91 to Q. 93.

Perhaps because many of the females presently
work as medical or'laboratory technic;ans, there is
an increase in the percentagé of females who emphasize
thny would li:e a career in which they work with people
rather than things if they begin ; new 5ob. For males,
the percentage citing this characteristic as very im-
portant drops off slightly in‘thoughts about a new
career, possibly because they.presently have more
opportunity to do so.

An "interest in people" does not override the im-

portance of doing practical work (since the percentages
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are equal for both sexes), nor does such a people-

|
!

oriented bent exclude an interest in, or a focus.on,’

i
|

.doing precise, technical work, since a ma?orlgy of
the males and a sizeable mlnorlty of the females would
label the latter opportunity ln'anf new cgreer as im-
portant as they had considered it to be iﬁ'their pre-
sent employment. While more females think it is vefy
important to work with people and not thipgs (if they
could switch careers), and fewer of them think doing
precise, technical work is as important as wofking
with people, they (as do the males) overwhelmingly
endorse doing practical work while contributing to
science as a characteristic they woulé seek in any
new career.

While a. future job with.prestige is rated as very |
important by a larger proportion 'of males than thought
prestige to be a very important consideration in their -
present job, prestige in a future career even less
important for females than is their present prestige
concern -- and n absolute terms, prestige isn't very

important for females at present. 1In fact, the per-

centage difference between males and females on this
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' characteristic of a future job (p. 294);15 the widest |

¢ .
-

(35 points) of any spread for the opportunities a new

career offers. "An opportunity for achieving prestige"

1 . '

has replacéd "an opportunity for achiéving success" as
the most significant characteristic sépérating males
-from females in their speculation up?h a new career a$
it differs from their present one. Fe@dles feel it'is
more important to be a success in the future, and rate
it as much more important than prestige. Males also
feel that success is more important than prestige --
‘C:E although they increasingly indicate that‘prest?ge is

*

important -- and they report ”prestigg“ to be "very

{
important" with greater fréquency than do females when
considering both present and future positions.

- S While much of the aﬁalysis for Q. 91 ;pplies here,
including the possibility that males and females define
these  terms (prestige and success) differently because

of different socialization and occupational experiences,

it must also be remembered that males and females have

different amounts of access to success and prestige;

trat is, the society 1largely defines and allocates these

honors to men through their occupational position
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- and perfdrmance while for womern theyﬁare, while

perhaps more difficult to achieve occupationally,
nonetheless available through a wider range of sources =--

their family and husband's position and performance,
| ‘

for example, as well as through thei% own merits and
activities, Possibly, having more diverse means of
attaining this status, as well as haVing undergone dif-
ferent socializataion relevaﬁt to the apﬁropriateness
of seeking préstige solely through one's qccupation, .
females may be less inclined to seek a career for its
prestige opportunities.

Sixty-two percent of the female ﬁngﬁccess%ul
applicants felt a high income was fai;ly to very im-
portant in choosing a new career; this was more than
a *wenty percent increase among those citing it as a
very important factor in choice of precent careér.
Almcst as large a proportion of females as males cited -
this opportunity as important, and twice as many fe- -~
males cited income as important than cited prestige as
important in é new career. While it may at'first be

necessary only to get onto the career ladder at any

point so as to be in a position to work one's way up,
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it seems to become increasingly importantllater on

i

just where on that ladder one's income is:located.

As mentioned in the analysis of Q. 93, intellectual
creativity is considered the most importa?t category of
reasons for choosing a new career, as it was considered
most important in choosing the present career. It is’
considered most important by 50 percent of these re-

jectees and the male-female percentages are fairly close.

The ranking of the five categories of reasons is exactly

- the same as it was in Q. 92, with "contribution. to

[}
science" (only 4 percent of the total -- all females --

checked this) considered most important by only a very
small proportion of the total. The only other inter-
esting difference between the tables is the sharp drop-
off between present reali'y and future contemplations
in the desirg for leader *' opportunities as the most
important reason for chors.ng.a career. The drop is
expléined by a reduction among the male proportion of
the sample checking this as important. Prestige oppor-
tunities for females has also dropped precipitously

(from Q. 92 to Q. 94) as the most important reason.
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97.
The results of this question (nFt unexpectedly
since it was very similar to Q. 38) show that the
majority of the sample (52 percent) éonsidered the
possibility of a career in public-heélth or some other

health field once they learned they had been rejected
|

by medical school but before they ha? completed their
studies. In Q. 38, 65 percent of thé‘rgspondents in-
dicated that they were fairly to very:committed to a
health occupation which they would wish‘to pursue if they
couldn't enter medical school. However, this.interest

in a health career, when translated into behavior, was
either tﬁwarted ér waned, since only 29 percent of the
sample majorea in a health field in g;aduate school

(Q. 47) and only 37 percent.listed their-most éecent

joh as being in a healtﬁ field.

However, <his switch in interest from medicine to

"a health career in general is just that, a switch, since .

during college and presumablf before they were rejected
by medical school, only 29 pefcent of the sample (Q. 85)
admitted to seriously considering other health occupations
as possible careers. The latent interest may have existed,

but was released only by medical schooifrejection; or
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‘alternatively, there may have been very little interest’

I

in a héalth occupation other Eban medicine §uring-college
but, ‘once faced with the rejection; another?occupation
in the same general area (one for which they wouldn't
have to be totally retrained or that?would!not "waste"
their premed courses) suddenly became more appealing..
There was no difference between males‘and fem;les in

the proportions acknowledging consideration of other

health occupations after rejection by medical schocl.

Where there was a difference by sex, however, was
in the specific health area considered by the rejectees.
The proportions of males and females in each of the
six areas is so disparate that it is meaningless to
analyze the "total" percentage a£ all. Thus, while

males considered four separate areas in almost equal

proportions, (the biological sciences, dentistry,

.pharmacy and "other" [see table p. 213]) the females

overridingly considered a career in medical technoiogy
(63‘percent), with the second greatest proportion --
but still far below their first choice -- choosing

nursinrg (16 percent). Such was the disparity between
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. male and female alternative health career choices

that no females considered dentistry and pharmacy
(as compared with 12 males), and only 2 males considered
medical technology and nursing (as compared to 15 fe-

males). Clearly there are obvious ééneric distinctions
|
within the health field between "maléf and "female"
occupations. While it was appropriaie for these parti-~
cular women to apply to medical sghool and té desire
to enter the medical profession, it was seemingly in-
appropriate for them ﬁo want to ‘enter other health pro-
fessions such as dentistry, pharmacy, optometry,
podiatry, etec. It may alsq be that entering *hese pro-
fessions is not seen as inappropriaté‘so much as it is
seen as undesirable or unappealing. One must :hen ask
whv these occupations, which have as much or more pres-

tigé (and undoubtedly a'higher income) than medical

teclnician or nursing, and also meet some of the other

-needs cited in Q. 93 as very important by the majority

of females, were nonetheless considered undesirable.
The answer probably rests not so nuch in terms of
barriers to women aspirants erected at the present

time by these professions (since they weren't being
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-asked to list those fields for which khey applied °
and from which they were turqed away), but rather in
view of obstacles erected in the E§§£ which women
have‘learned to accept, the.useléssnesé of coﬁsidering
a possible career in—one of thesé'male;dominated fields.
There are few possible explanatiqhs for the career-
consideration split betﬁeen these male and female re-
jectees except factors related to the soéialization
process. If one attempts to explain the differences_ RS
in Table 213 by arguing the jobs female rejectees
.aspired to required 1es§ training and therefore would
- place them in an earning capacity earlier than those
to which the males aspired, one must tﬂen ask why fe-
males needed to forego extensive graduate training so
- mich earlier than males, especially in light of the fact
tha; a) by applring to‘medical school théy héd Qet
thenselves on the longest graduate training path possible; - -----:
and b) they could always fall back on the socially-
sanctione’ norm that females could expect to be supported
by their husbands and thus didn't need to pay much
attention to the time they took in graduate training or

the income they forewent because of it.
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while equal numbers of-maies and fema}es kad con-
’ ' f
gidered jobs in health fields after their %ejection,'

. . |
proportionately more females than maleas taok such jobs
and more males than females went directlyion to graduate
school. Therefore, it is not ;§¥prgsing Lhat far more
males than females, when considering a health field
other than medicine, considered one of the professions
while the females looked at 1aborato;y technicians' Jjobs.
Besides the differences in occupations considered,
the other striking difference is in the widef range
of different health career areas that the males con-
sidered, with four very different choices attracting
equal proportions; compared to the s;ngle—minded careef
direction of the femules toward medical technology. Even
nursing, a traditional female occupation, received little
congideration. There are several possible explanations
fof nursing's low response.

As g. 18 indicatés the.ovérriding single reason
that both males and females éive for originally wanting
to become‘physicians was an interest in science, with

humanitarian ideals, such as an interest in people or

an opportunity to be helpful to o;hers, strongly. sup-
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ported but not the most important reason. Ninety-
: i ; -
five percent of the sample in Q. 17 indicated an interest

in.science as fairly to very importaht,FWith equal pro-
{

. {
1

portions of males and females composince this percentage.
I

While again, altruistic sentiments wéreistrongly sup-

I

ported as important, science was found to be so con-

sidered by even a larger percentage of ﬁhe whole. This
. ! :

may explain in part why a science-oriented career such

i

as medical technology would draw more women than a more
humanitarian one such as nursiné.

Also, nurses must work under the direct supervision
of physicians, and their activities and status are well
knowh to the iay public. It may thegéfore.be that, for
some female rejectees, the opportunity to work in a
mo.te aswane health area'ggg under direct physician con-
trol, such as medical t;chnology, presented a most de-

sirable alternative to nursing. . ' -

However, while 52 percent of these unsuccessful
applicants said they seriously considered the possibility
of a career in some other area of public health or

health in general, and most could name the specific
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.area which they thought about, only 72 percent went on

!

to attempt to obtain necessary training in this area.
|

b

Predictably, a larger proportion of these Qere'hale
(almostlz/?) than were female. Néariy 80 percent oé
those male; who considered another health occupation

set out to get the ﬁecessary training, aifact.in ac-
cordance with the males' more single-minded and immediate
pursuit of some career, whetygr in mgdicine or another

area. '

Of those who attempted to get such training, by
far the largest proportion did so‘by attending .graduate
school (69 percent). Agaig, the propqrtion of males |
was significantly higher than the proéortion of females.
while other avunas: pursued (mostly the Army or a job
either within ¢: outside the new field considered) - -
attracited a few rejectees in each case, the numbers

become too small for analysis.

while the numbers in this tablé, as in the previous
one, are really too small to analyze, it is interesting
that by combining the 5 (all females) who stated that

they did not attempt to obtain the necessary training
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- because they acquired sufficient skills i@ college,

!
with the 4 (2 males, 2 females) who said fhey had

discovered that they had obtained the necessary train-
ing as undergraduates, what emerges is th[t nearly

10 percent of this total sample of’unsuclessful medical
school applicants felt thef had been sufficiently well-
trained in college to prepare them to switch career
aspirations from physician to some ofher occupation.
This may reflect either the solid college educations
received by a small but interesfing subsamplé, or a
dramatic lowering of occupational aspir.s of that

same subsample, or both.
. ¢
There is another group of rejectees answering this

question: the copbination of those who said they be-
came disillusioned when seeking further training; those

who felt it was too late to retrain for anothcr career;

those who were not interested enough to seek new train-. ' =

ing; and those who felt it was an "M.D. or nothing”.
These individuals togéther make up 8 perceﬁt of the
total sample, and wéuld be an interesting group to

follow up as perhaps college-trained potential drop-

outs, a condition attributable to both systemic re-
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jection and discrimination as well as individual loss

of faith and self-confidence.

while 52 percené considered the possibility of an
alternative'career in public health gr other health
occupation, only 41 percent of these rejectees said
that such a course of action had been recommended to

them by someone else.

wWhile many in academia might perceive themselves
as part of a total‘system respons}ble not only for pro-
viding liberal arts or scientific preparayion but also
necessary career aid and advice, only é2 percené of

: i
those who received advice a; to how best to use their
premedical preparation got this help from a professor
or guidance counselor. Only 12 percent of‘the total
sample were advised to seek a career in public health
or other health (ccupation by their college faculty,
or by administrative personnel. This may be one §f
the more important facts to emerge from the analysi;.
The majority of those receiving advice in this direction
avt

obtained it from a friend their own age.‘ Peers and

relatives accounted for 2/3's of the sample who re-
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. ‘ceived a push in the direction of utilizing the

L]
'

sc}entific training they had received by under-

taking a career in a health-relgted occupation.

'(Q. 96).

|

Those areas which friends and relatives suggested as

1027219 | This table seems to follow-Tab}e 213
possible alternative careers appropriate for males
and females are about the same that the rejectees
thought of on their own, with the same proportional
sex breakdown. Again, it is notlhelpful to examine
the career advice in the totals column since the advice

[}
given to the males and females was so disparate. As

®

in Q. 96, those areas advised for males who were re-
‘jected by medical school, in rank order from larger

to smaller percentages, were: "other“ (7 occupations,

a different one suggested to each unsuccessful applicant;
optometry, pharmacy, hospital administration, epidemi-
ology, medical illustrator, and two unspecified);
biolbgical sciences:; pédiatry: and dentistry. For
fémales, lab technician and nursing were overwhelmingly
aévised, with one recommendation for medical social

work. The only occupation which was recommended to a
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- member of each sex was physical therapy. Thus there
: | :
is reinforced, in the undergraduate's mind, the implicit

distinction between "male" and."femalé“ health-related
f |
| occupations. ' |

: i
! | .
The occupations suggested to males require, on the

average, far more training than do those suggested to

‘

the females; these jobs yield highe }qcomes and
guarantee more professional status. Tﬂough the fe-
males are undoubtedly receiving somé benefits by |
lowering their career sights (e.g., less preésure for

. achievement and success, earlier entrance into the labor

market, ete.), these findings suggest tﬂe need for

(
"

college faculties and employment coun%elors to re-
evaluate their position vis-a-vis.the role of advisor,
especially when confronted with Qo malleable and
poténtially valuable a population as this highlf

ékilled manpower resource.

103/220 Most premeds who did receive some advice did
nothing about it. On the other hand, a sizable minority
of those advised (38 percent) applied to graduate

school, possibly to begin the process of realizing.

112
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the recommendation made or even the fpecific health

career recommended. Of those who went to work in-

stead (13 percent), all but one were'females, and

all but one got a job not in the suggested area.

Apparentlf even when advice is given there are prob-

lems, either with the individual and his career goals,

|

‘with the advice and the explicitness with which it

lays out the means and goals and is followed up, or
with the occupational structure which is undoubtedly
more rigid and less easily changeable than the indi-

vidual or the recommendations.

while 52 percent of the sample considered the
possibility of a career in some area of public health
or other health area after their rejection by medical
school and before their graduation, /1 percent of the
sample recported being aware of career possibilities

in health, with more females aware of these possibilities

- than were males. Thus for nearly one third of the fe-

males, it was not ignorance of career possibilities in
health which ' kep: them from entering such occupations,

but something else, such as a dislike for health (as
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' . opposéd to écience) occupations pe;-s'e, a %.l.ack of
skills, an insecurity about abiiitiéé,or lack of firm
guidance by role models ;r signifiqant oters. The
;ame is true for 9 pefcent of tﬂe males --| that is,
they had knowledge or at least awareness ﬁbout carcer
pes-ibilities in health, but did noé consider such
possibilities for any one or a combination of reasons;
The other 29 percent of the sample professed to having

no awareness at all of career possibilities in health,

outside medicine!

ao 105/2\22 While only about one-third of these rejuctees

| were in health fields 4t the time of Fhis survey),
(Q. 87) more than ; majority of those who were aware
of such health career possibllities professed to being
intgrested or aven very interested in them at the time
of their rejection. Only a small percentage of those
awafe of other health occupations (21 percent) reported

. disinterest in any career involving health except that

of physician.

106/223-244 Question 106 is the first part of an index measuring

rejectees' knowledge, attitudes, and behavior toward
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-a wide rénge of health occupations‘bther ﬁhan that of

physician. Specifically, Q.‘106:measuresfinow1edge
possessed about such occupétions, either Juriné or .
immediateiy af£er graduation: 0. 107 measﬁres the
degree'ofiinterest in such océupatigns at| that time;
Q. 109 measures the degree bf motivation to éeek
graduate training in such occupations immediately
upon graduation; Q. 1d8 measures thgrdegree of moti-
vation to seei and undertake training in such occu-
pations at the present time (approximately ffve years
later); and Q. 111 is essentialiy a validity check
on Q. 109. Questions 109 and 11l prdbe‘depth%of moti-
vation and interest by diéhotomizingithe necessary
training (and therefore degree of commitment) into
macters and doctorate level work.

Although the latent index of commitment to.tﬁese
occupations takes the logical order outlined above
(knowledge, interest, motivation past and present),
gimilarities in formating make it more logical to
analyze Q3.106, 107 and 108 together, and Qs. 109 and

111 together. The first three questions are analyzed

by dividing them into those jobs apbout which 50 percent
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. or more of the unsuccessful applicants responding to

the questions: a) displayed."a fair amouét" to "a
lot of knowledge";b) displayed a "fair amgint“ to "a
lot of interest"; ¢) report enough present motivation
and interest to say they would bfobaﬁiy or definitely

take whatever training was needed (tuition-free, with

a living allowance) to eﬁter these occupations.

Consistent with' the sample's interes; in science,
the only profession about which knowledge, interest
and mQtiration is consistently expressed by a majority
of the rejectees is that of biologist. While a majority
of the respondents during college claimed to have "a
fair amount" to "a lot" of knowledge ébout other health
occupations -~ many of them in the hard sciences or
traditional h-alth careers such as dentistry -- the
onlf one a majecrity of them said they wére quite in-

i

terested in durang their college days was that of biologist,

and biology is the only one for which they express

sufficient motivation at this time to leave their present

jobs and begin training for. 4
The health occupations about which a majority of

the sample possessed "a fair amount” to "a lot" of
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: of-knowledge during their college days, iq descending

order (from a high of_83.pérpent d6@h to éhe 50 perceﬁt
1eve1% are: biologist,_éhemist, dénfist, medical or
laboratory technician, biochemist, pﬁysioJZQist; |
pharmacisé and veterinarian. -That ;s, of the éz
occupation; listed, only a little mére,than_a third
were known.about in some detailed way by:as many as 50
percent of a sample of rejected applicants to medical
school.- Of the other 14 occupation;, none was known
about to any.great degree by more than a third of the
rejected applicants, Understandaply, the jobs known
about by the smallest percentage of'theéample‘wéfe the
"newer" specialty occupations such as ‘medicul records
librarian, medical social workef,'biomedical engineer
and medical statistician. However, some of the other
occupations not at all well known were older, mofe.
traditional énes -- usually known by only a select
portion of liberal ;rts studenéﬁ who majored in them -
(e.g., clinical psychology); known to laymen, though
prqbably not in a specific way, (e.g.. 0ptométry or

chiropractic):; or known to those enrolled in specialized

graduate training programs, usually in professional
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. rather than in liberal arts graduate}scﬁoo; (e.g.,

‘ &
hospital administration, health education, nutrition or

pﬁysical therapy). The rejectees undoﬁbtedly had some

! .
vague knowledge about all these occupations, but they
[

Yo
. ¢ - |

were asked to identify the ones about which they had

gome specific knowledge. Clearly most of these occu-

pations, unlike medicine, are not learned about until

i
i

well after collge graduation (if then).
Concerning those occupations about which a majority
of the unsuccessful applicants claimed some épecific
knowledge, the percen%ages of males and females ciaiming
"a fair amounl" to "a lot" of knowledge are fairly
similér, although in general, a smalfer proportion of
females claimed such knowledge than did males. Ohly
fo- the medical technologist and biochemist positions
did proportionately more females than méles claim a
falr degree of specific knowledge. As seen and partially
confirmed by earlier analyses, the biggest male-female
difference related to knowledge about the 8 best known
jobs concerns the occupation of the dentist, which 15

percent more males know about specifically, and the

'medical technologist, about which 15 percent more females
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Among those jobs about which at least 70 percent
\

of the sample were more or less in ignoraﬂce, the only
substahti%l differences between ﬁale; and.females who
' . !

knew "a lat" about these jobslwere relevant to the

occupation of "dietition" and "medical rfcords librarian,"

about which proportionately more femnles'had “a lot"

of knowledge than did males; and "chiropéactor," about

which more maies were knowledgakle (about a 12 percent

difference in all three cases). Thus, it wouid appear
~‘ that males are more likely to kr;ow about male-dominated
> ,

occupations, and females about female-associated jobs,

4
whether those occupations are well known or known barely

at all to both sexes.

107/245-286 - It was shown abéve that the'méjoritywof the rejectees: -~
lacked even a fair amount of.specific knowledge about o
2/3 of the careers listed in these questions. When
.queried further concerning thg extenf of interest in
each of these occupations before or upon graduation
from college; £he Qg;x;health-reiated occuéatién about |
which a majority of the sample said it had "a fair

~€:, amount" to "a lot" of interest was biology; none of the
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other 21 occupations interestea'(tblany gfeat degrée)'
even 50 percent of fhe rejected applicants. The next

six jobs, in which between 45 percent and |25 percent

of the sample expressed an interest; were the same as
those about which they had rep;réed?having the most
knowledge in the previous question. The one exception
was "dentist". Careers in medical sociology and clinical
psychology were equally as interestiﬂg to these re-
jectees as was dentistry.

For 2/3 of these professions, males and'females
displayed close to the,same proportion of disinterest.
The proportion of males interested in the occupations
of chemist, biophysicist and dentist ;as higher than
the proportion of females interested in these professions,
by a spread of percentage points ranging from 13 to 24;
the proportion of females interested in medical technology,
clinical psychvulogy, medical social work and medical
statistics was higher than tﬁe proportion of males
interested in these professiohs by a percentade spread
ranging from 37 percent to 11 percent.

The three most relevant facts to emerge from this

question are: a) not one of the health-related occu-



pations except biology appealed to aimaj@rity of un-

successful applicants while fhey weré undergraduates,

a partially understandabie phenomenoﬁ;as fhey had mostly

been thinking about, and preparing foL becoming,

physicians since they were teenagers;fin addition,

many had majored in biology: b) malej and females were

fairly close in their degree of interés@ (or disinterest)

in all these occupations except medicgl technology,

which interested the females far more tﬁan'the males,

and dentistry, which did the reQerse; and ¢) 1l percent
’ "  of the rejectees -- all females -- professed "a fair

amount" to "a lot" of interest in mgd}cal statistics,

. : {
a career in which most undergraduates rarely receive
any training, and about which most undergraduates are

relatively unaware. i

108/267-289° Consistent with earlier analyses, biology emerges

| as the only heaith-related career for which, given
tuition and a‘living allowance, most rej?c;ed medical
school applicants are highly motivated enough about to
nprobably" or "definitely" leave their present jobs.
There are seven other occupations about which between

26 percent and 37 percent of the sample acknowledge this
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level of interest. In descending or?er of motivation,
these are: physiologist; clinical psychologist; bio-
chemist; veterinarian; medical sociologist; chemist;

i

and dentist. In terms of the latent continuum of
i i

interest or commitment to health occuéa;ions other

than medicine, the two which have ga%neé mos£ over

time are those of clinical psychologlét.and medical
sociologist -- both requiriﬁg extensive; doctoral level
graduatc training and both "soft" or "social" sciences

as compared to such "hard" sciences as biolo§y, physiology,
biochemistry, and chemistry, or'applied sciences such

as veterinary medicine or dentistry. 'Aééin, it should

be recalled that only as much as 1/3 %f the total sample
of rejéctees are so motivated.

Relativé to the "soft" sciences, 20 percent to 22
percent more females than males would ke motivafea to
leave their present jobs for these fields, perhaps be-
cause there is a much bigger discrepancy for females be- -
' tween the jobs they presently hold (in status, income,
utilization of their training and abilitiesi and medical

sociology or clinical psychology.

" Nearly two thirds of the occupations listed have no
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attraction for nearly 80 percent of the réjectees.

i
|

Those occupations of least attractiveness, in decreasing

)
1

ord=r of affinity are: optomet;ist;'audiologist; chiro-
practor; medical records librarian; énd dietition. No
male would "definitely" considé¥'leaving whatever his
present job was to train as an audiologist, and no

female would do likewise to become a chiropractor. No

one would leave to become a medical records librarian,

and only one female would either "definitely" or "probably"
consider training for a new career as a dieti£ion.

Thus, in viewing these 22 occupations in rank order
aiong dimensions'of knowledge, interest and career
motivation, biology and the ofher haré sciences emerge
at the top, while some of the lesser-known or lower-
status occupaiions, such as audiologist, optometrist,
chiropractor, are lowest on all three dimensions.

"~ Parther, in almost every case (with the exceptions
or veterinarian and dentist),.the proportion of re-
jected applicants saying they.would "probably" undertake
tgaining in another career is greater than the proprotinn

saying they would "definitely" take such training. Those

who are motivated to become dentists and veterinarians
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are mostly highly motivated to be such -- they would

. . |
*definitely" do so if they had the financial wherewithal

In general, the sample as a whole is not motivated to

l

leave their present jobs for others in the health field;
|

or, if motivated, it is more as a pbssiblL consideration

than a strong desiré.

There were several cases of diséarity between males
and females in degree of motivation to leave the present
job for training in a health-rélated occupation. For
the fields of clinical psychologyv and medical sociology,
there were 20 percent and 22 percent differences respec-
tively, favoring higher motivation on the part of fe-
males to leave their presenf jobs for‘these professions.
For dentistry, 23 percent more males than females said
they were either probably cr definitely willing to leave
to take training; and for medical technology and medical
social work, moure females than males (14 percent and
12 percent, respectively) weré willing to consider new
training. Noting that the foilowing statements are
limited in that they apply to only a small subset of

the entire sample, it may be said that female rejectees

seem less satisfied with their present careers than
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do male rejectees, and are more likely to' consider
i
training for new careers than are males. Moreover,

while the percentage of female rejectees who became

medical technicians is already very ﬁigh (See Q. 86

- and 87), more than a quarter of this Sample of Femaics =~~~
also indicate that they would leave their preéent job

to become medical technicians. This figﬁre is only

half the percentage of those who would leave their

pPresent jobs to become biologists,br clinical psychologiéts;
but, in this context, it is still a fairly si;abie pro-

portion willing to train for a little known, low prestige

career, '

Twice as many females as males s;y they are suf-
ficiently highly motivated to become medical tech-
nologists as to definitely or probably take some train-
ing in that area at the.present time. On the other hand,
ov%r twice as many males, proportionately, as females - - ~--
' say they are this motivated to begin training at the
present time for dentistry. While these twé careers
may not offer as strong a lure as do biology and other

hard sciences, or as Strong an appeal as they did for

this sample immediately after their rejection by medical
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scho§1§ (Q. 96), nonetheless they af§ app;rently still
attractive alternatives to a'sizdblé minogity of.thesé
rejectees. (It must be remembered that those who are
Presently in this career or in medical schopl must be
subtracteé from the total whiéh,canibe ca)led.highly~
motivated in this particulaf career direction). |
There may aépear to be a discrepancy between:
a) finding (Q. 95) that 52 percent of,the sample acknow-
ledged considéring the possibility of a career in i
some area of public health or other health-reiated field
after first learning that their'applications were not
accepted and before they had completed their under-
graduate studies; and b) the fact (Q.i107) thut a
majority of the sample acknowledg;d, among 22 health
occupations listed, an interest only in biology before
or upon graduation from college. There are sevefai
possible explanations for this: f£irst, the latter
question eliminated all those who subsequently went
on to medical or dental school -- over 10 percent of
the sample; second, the trauma of fejection £y medica}

school may have caused many to consider another health

occupation in order not to "waste" their training; third,

126



122.

I
1

considering a p0551b1e career in sucp f;elds is not

the equivalent of being falrly or very 1nterested in
them, or highly motlvated enough (af;er several years
have passed) to consider entering them. However, 36
inaividuals (g. 97) were sufficiently motivated at

the time of rejection to attempt to Fbtaln the necessary
trainlng for ‘another health field. ;

A larger proportion of the samplé acknowledged con-
sidering a possible health career thaniacknowledged
being interested in one, and a‘larger proporéion were
interested enough in such careers to aftempt to seek
training in them than acknowledged being interested in

. ¢
them. Many interpretations of these discrepancies are

possible; the only comment offered here is that attitudes
differ from behavior, and aifferent levels of commitment

are clearly being tapped by these different questions.

109/290-305 In agreemen£“§ith earlier questions (Q. 107 and 108),
only the hard sciences were at the time ofﬂgraduatién,
attractive_epough to a majori;y of those responding to
this question to have motivated them to undertake the
necessary graduate training (if they had been provided

tuition and a living allowance). None of the other
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seven areas, on either the masters o# doctoral level,
appealed that straongly to a majoritywoffthe rejecteés
answering the question. :|

i

Also, the ordering of these professions (ranked by

I .

percentage of all rejectees who would have -sought an .. .. ... ..

advanced degree in them) was the same for the masters

and the doctoral groups, with one ex¢§pgion. A masters

in health care systems and éelive;y aépealed to more

of the respondents than did masters in foﬁ; other areas:
however, on the doctérate level, this field slipped
quite a bit, with only biostatistics 5eneath it as the
least desirable career for which to train. At the
doctoral level, health care deliverfééas replaced by
hospital administration. The ;anking; in des?ending'order
of interest and with the pcrcentage of those ihdicating
willingness at the timé of graduation, to train for

the masters in that field was: hard sciences (56 per-
cent), behavioral sciences (34 percent), mental health
(32 percent), health care systems and delivery (30
percent), international health 626 percent) maternal
and child health, population dynamics (22 percent),

hospital administration (22 percent), and biostatistics
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(15 percent). For the doctorate the‘ranking was:
hard sciences (57 percent),.behaviorél sciences
(33 percent), mental health (25 percént), hospital

| .
administration (21 percent), international health

(21 percent), maternal and cnild”heé¥€ﬁ5(18wpér¢éﬁf)7“”"”"””"“

{

" health care systems and delivery (l7lpercent), and _

biostatistics (9 percent). ;

'

It is interesting that, not only is the ranking
of the different fields remarkably simiiar on the two
graduate levels, but the percentages declariné an
interest in such gradugte trainiﬁg are quite similar
as well. 1In every case but one there was no more than
a 7 percentage-point difference betwe;n those saying
they would have trained at the masters level.and those
choosing the doctorate ievcl (the higher.percehtagé.
favoring the masters, probably because.ﬁhe’training is
shorter by at least 2 years). The one exception was
in medical care (health care'systems and delivery), where
almost‘twice as great a propoftion said they'd have
been interested in the masters degree than were interested
in the docéorate.

The ranking of occupations on what may be con-
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b_ sidered a continuum of deszrabllity %s career possi-
bilities follows fairly closely the same order for male

as for female rejectees on both the masters and doctoral

i
levels, with one exception for each sex on both levels.

For males, on the masters level ‘the three most de-
sirable fields are the “hard“ scienc?e, the behavioral
sciences, and hospital admiqistration; :This is the
same ordering for males as apéEars oﬁ rhe doctoral
level. For females, "hard" sciences, behavioral.
sciences and mental health are the most desirable
occupetions on both leyels. The remaining occupations,
whee rank ordered, are similar for males and females,
except that for females, on boﬁh maséers and doctoral
levels, mental hygiene is considered a far more de-
sirable field than is hespftal adminktration; and for
males on both degree levels, hospital edministration
is considered more important than mental hygiene al-
though mental hygiene is also considered by males to
be more important than several of the other fields.
Thus, at both degree levels, males and females are in
agreement ebout the desirability of the "hard" and

_behavioral sciences, but disagree about the relative
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desirability of hospital administra%ioﬁ and mental

" hygiene. R |

At the masters levél, five occuéations attracted
a greater proportion of female than ;f male rejected
applicants at the time of graduation?\fanked by
percentage roint spread (shown in p?rgntheses), these
occupations are: mental hygiene (15);;“harQ" sciences

(12); behavioral sciences (6); international health

(6); and health care systems and delivery :-(3). Males

were proportionately more interested in: hospital

administration (20); maternal and child health (11);
and biostatistics (1). '

‘ On the doctoral level, only two‘occupations attracted
a greater proportion of females than of males: mentai
hygiene (7):; and the "hard" sciences (l). -Proportionately
more male than female.unsuccessful applicants were
ﬁstivated to seek training a. the time of graduation in
the following occupations: ' hospital administration (18);:
biostatistics (11); maternal and child heaith (7); be-
havioral sciences (6); healtﬁ care systems (5); and

international health (2). On both degree levels, fe-

males remain more interested in mental hygiene and
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- *hard" sciences, and males more interesteg in hospital

. . i !
administration, biostatistics and maternal and child
' l
health - population dynamics. Further, females are

more interested than males in getting a masters rather

i

than a doc%orate, and are also more interested in a”
wider variety of masters-level areas. prevef, males

are more interested in obtaining a doctorate in evefy

area but mental hygiene.

While thére are clearly "male“:and "female" pre-. e
ferences for health cgfeers (at least f£-- qnsﬁccessful
applicants to medical school) which remain consistent
on both doctoralland mastérs levels, fhe;same ;reas that
females would prefer on the masters 1éve1 (maternal and
child health, behavioral sciences, medical care and
international health) are preferred mo:re By males on e
the doctoral level. What emerges is that, in sevéral areas, a sK
"put significant minority of both sexes cay they would e
have been motivated to have tried for an advanced =
'degree at the time of graduation. This applies to both
sexes equally in the "hard" and behavioral sciences, to

males in hospital édministration, and to females in

mental hygiene.
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111/306-321 This .question is identical to Q. 109, but is directed

@
to the present career commitment of the rejectee; that

is, five years after rejection by medical school, when
most rejectees are emﬁloyed or sevefal years into a
career, what is the prbportion of the sample still
attracted to various health fields? Perhaps the most
interesting point made by these two set§ of tables
(doctorate and masters) is that no area included here
would now tempt a majority of theéé rejectees to leave
their present work, é§en if they were provided with
tuition and a living allowance while théy trained;
Moreover, except for the doctoral program in the
*hard" sciences (which remains in fi?gt place as the-
most enticing area to the greatest proportion [49
percent say they would now go into the "hard" sciences

in kealth at the doctorate level, 39 percent say they

wouli enter such a masters proqraﬁ]), the masters program

" in each of the other seven health areas attracts a

relatively greater proportion of the sample (although
still a minority). However, the difference between
proportions on these two levels for any area is very small.

In terms of extent of attractiveness (if not the
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’ proportions willing to switch), the ranking of these
. \ "
health careers remains very similar on both the masters
o |
and doctoral level to what it was just after cqllege

a

graduation. The only minor changes from the rank
\ t

ordering p}esented in the first paraéraph of Q. 109's

analysis that, on the masters level, "health care systems

- ! i

and delivery" has dropped in the proportion interested
enough to take an advanced degree, on the‘doctoral
level, "hospital administration" Had'dropped and

"international health" has become more interesting

\ than several of the other areas.
. | When analyzed accoréing to percentages, rathér than
by ranking, several other facts emerge. Again, as in Q.
109, the percentage indicating it is now interested in
graduate training in these fields is quite similar
on both graduate levels. Except for "the "hard" sciences.
and biostatistics, there is no more than an 8 percentage-
point difference ' tween those saying they would now
train at the masters level and those saying they would
train on a doctoral level. The "hard" sciences attract
a greater proportion of "possibly interested"” on the

doctoral level, biostatistics a greater proportion on

’,} the masters level. t would appear that, when rcijrctecs
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" consider giving up their present careers ko go back

1

to school, they see very little difference between
. |

two and four years of additional training, though

the masters programs in every area but the "hard"

sciences has a slight percentage edge. Perhaps it

is more widely accepted that if one is going to do

meaningful work in the "hard" sciences, a Ph.D. degree

is worth the extra years invdlved.l

A comparison between motivatién five years ago
and present motivation shows th;t it has lessened
across the board. ' In every cése, on bo£h degree levels,
the percentage saying they'are motivg;ed sufficiently

. . R
by the area, the tuition and the 1iving allowance to
give up their present career is lower than it was
imiediately upon graduaFion. As indicated in the first
part of the analysis for this questien, fewer medical
school rejectees (very few when it is realized that
each'of these percentages is a minority of the sample)
are wiliing to give up a career they have begun, or
even leave "only & job", to feturn to school for two

to four years than were willing to take such a step

at the time of graduation, before they were encumbered
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" with other commitments. This sugges*s that the time

to reach unsuccessful medicél school?épélicants is im-
mediately after they have been rejecged.rather'than
years later; indeed, looking at Q. 10%-108, the time
to begin recruitment is sevéral yearsgiéfore graduation
by making knowledge of these alternag;ve health careers
available to premed students and theiriédvisqrs. so
as to create sufficient interest and Jo;ivation by the
time of graduat.on and/ér rejection. This-suggestiOn
is made despite the fact that kﬁowledge does notviﬂ-
evitably, ard by itself, lead to intereét and motivation,
as Qs. 107-108 demonstrate.

‘Four ~omparisons by sex may be u;eful in further
analyziag these data. First, and probably most striking,
is that on both the mastérs and doctoral levels, a

larger proporticn of females than males (with only two

exceptions) said they were presently motivated to seek

" training in one of the health-related areas. The ex-

ceptions were "hospital administration”, in which (at
both levels) proportionately more males than females
indicated they were motivated to train; and "health

care systems and delivery", for which the males, but
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"only on the doctoral level, were again moge motivated

to undertake a new . .reer course. In fact, a majority
of the females interviewed (53 percent) declared thém¥
selves presently motivated enough t? go into the "hard"
sciences in health. The same threelareas chosen by

males ("hard" sciences, behavioral sciences, and hospital
administration), and the first two and mental hygiene
chosen by females as most desirable at the time of
graduation, were also chosen as most desirable at the )
present time.

The three areas iﬁ which males are‘more interested
in getting a doctorate than a masters degree are: "hard"
gciences, behavioral sciences, and meéical care. For
females, however, only a doctorate in the "hard" sciences
is more attractive than a masters:; in.every other field,

they desire a masters more. Again it would seem that

there is a realization (whether or not it reflects

'objective conditions in the field), that a masters

degree in the hard sciences is not a particularly
"useful" degree. Males are in fair agreement by degree
levels as to ranking of the desirability of these 8

fields, and arc completely in agreement about the three
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most desirable: "hard" sciences, be%avioral sciences
and hospital administration.. Female§ are slightly
less in agreement on the.ranking of éhese areas on
the two degree levels, but they tco a¥e consistent for
the top three fields ("hard" sciences; behavioral
sciences, and mental hygiene).

As has become clear in the severa; types of analyses
presented above (and will be reinforced by an exami-
nation of the differences between males and females in
percentage point spread), proportionately more female
than male rejectees arey at the present time, moti-
vated to go into all but two of these areas, This

h
statement applies to both the doctoral and masters
level of training. The exceétions are "hospital admini-
stcation"”, in which 12 pércent more males are presently
motivated to obtain either a masters or a doctorate,
and "health care systems and delivery", in which 9 per-
cent more males are motivated; but only to get a doc-
torate. Atlthe masters level,‘lo percent more females
than males would like to begin training in this area.
Ranked by percentage point spread between sexes, the

occupations in which females are proportionately more

intercosted in geitdiny o masters (rollowed by the per-
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- centage point difference are: behavioral sciences

i z
(23); maternal and child health (21); mental hygiene

(14) ; hard sciences (13); medical care (10); bio-
statistics (10); and international health (6). Oon
the doctorate level the ranking for females (since
males were ahead of females in only hospital admin-
istration and medical care) is: mental ﬂygiene (12):
maternal and child health (9?: hard sciences (8);
behavioral sciences (7); international health (6):
and biostatistics(3).

In summary, the amalysis to this point indicates
that: a) there is no single health-rglated ficld for
which a majority of this sample of ugsuccessful appli-
cants, or a majority of the.male rejectees would now
train; b) the "hard" sciences retain their place as
the most desirable alternative occupation to medicine;
c) riore female rejectees, proportionately, than males-- e
are ﬁotivated to retrain in élmost any health area, but
more likely to want to do solon the masters than on the
doctoral lgvel: d) there are certain ficlds which are

regarded as the domain of one sex or the other; or at

" least hold much more interest for one sex than the other
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' - (e.g., "hospital administration" for the males, "mental
hygiene" and "maternal and child health" for the fe-
males): and e) there are certain fields that p}e-
|

dominate,.no matter the sex, the.de?ree lével or the.
point in time (e.g., "hard" séienceé and behavioral
sciences). |
While both males and females have rétained théir

predominant interest in the "hard" sciences since their
college days,-a comparison of the tables from Qs. 111
and 109 reveals changes in several of the othér areas.
The proportion of males presentiy motivated to leave
their jobs and seek additional or differént tr;ining
in any one of the 8 fields is lowgr tﬂan it was five
years previously. Females, however, were not only

. more motivated to return to school thza wére males -
in all but two areas, but were even mor> motivated in
four of these eight areas than they werc' in the past.
On the masters lével, these fields were "behavioral
sciences", "biostatistics™ and "matérnal anq child
health"; on the doctoral level they were "behavioral

sciences", "international health" and "maternal and

child health". fThe percen;age increase, however, for
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el) was very

\
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all three fields (on the doctoral le

small, as it was for behavioral sciences and biostatistics
i

|

on the masters level.
The only substantial increase iﬁ the entire com-
les motivated to

|

!
'parison was in the proportion of fema
get a masters in maternal and child Fealth/population.

dynamics. At graduation it’was the least desirable
area in which to get a masters; five &ears later it
is chosen as one of the most desirable (although still
for only a minority of the sample). The increase was
from 3 percent in the mid-sixties to 32 percent at the

’
4

time of the survey.
One interpretation of the finding that females are
and

.

more motivated to return to school than are males,

more motivated at present than at graduation,.is that
lower-status jobs

females not only have lower-income,
thar. do males, but also have had leses training of any '~

kind, as well as a greater likelihood (two-thirds of
the sample being married and one-half of these having

children) of not having experienced any kind of em-
It may therefore by that these

ployment at all.
highly-trained and educated women would find the op-
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portunity to obtain additional trainiﬁg ané have a
éareer, or a better job, a more éttréctive?prospect
than would males, who ha§e had more trainiﬁg, have
higher status jobs and presumabl& are all $brking or
will soon begin work upon complétion{of sd?ool. The
.relative deprivation for the'females is greater than
that for the males, and it is evidenced by the.greate;
proportion of fémales than males who want to work in
almost every one of the health-related areas. The
fact that females are muéh'mbre interested than they
were five years ago in qaternal and childé health may

be related to their past training, and to their pre-

gent roles as wives and mothers. ¢
Questions 109 and 111 can also be compared with

regard to graduate levels. On the masters level the

ranking in desirability of these health fields has

remained largely the same over the years, except for

a decrease in the rating of "medical care" relative

to other fields for both sexes, and an increase in the

desirability of "maternal and child health" training

for females. On the doctoral level the rankings re-

main even more consistent over the five year period,
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except that "medical care" for males has increased

slightly in impcrtance when éompared with other fields.

However, when looking at the percentége differences
between ti?e of graduation and thé present for the
total sampie, another view emérges. As already indi-
cated, every area on both the doctoral and masters
level dropped in the proportion now motivated to train
for it; the percentage point drop ranged from 17 points
for the master; in "hard" sciences to only'one point
for maternal and child health/population dynamics.

On the masters level, besides th;-"hard" sciences,
*health care systems and delivery" loét the la;gest
percentage of those now atﬁracted{ ané "biostatistics",
"behavioral sciences" and "maternal and child health"

' lost the least. No area lost as large a pfoportion of
those interested on the doctcral level as on the
masters level. However the "nard" sciences, "mental ~
hygiene", "hospital administration” and "biostatist ics"
évidenced the largest differences. .Though o# the
doctoral level, "international health" was the field

which remained almost as attractive as it had been,

"maternal and child health" and "behavioral sciences"
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also retained most of their adherents, as they had
none on the masters level. E
When the data are examined by sex, similar out-

comes are evident. For males, "hard" sciences and
. .

"medical care" attract the largest prpportion on the

|
masters level. while "hard" science7’9n the doctoral

I

level did not lose as large a proportibg of this sample
of rejectees as it did on the masters ievel, it, along
with every other area except "internatioﬁal.health" and
"biostatitistics", drépped by at least 10 peréent. For
females (except for the "hard" sciences on the masters
level, which fared as poorly as it did for males), the
drop in interest during these five yé;rs was neiﬁher as
large as it was for males in any area, nor as consistent.
. 3 noted earlier, several acteas gained slightly in
interest, and 'maternal ahd child health" gained 29 per-
sent in adherents. The propcrtions now motivated to
~enter "behavioral sciences" increased on both levels,
and one or two other fields did also, thougﬁ not for
both the masters and the doctorate;

To summarize, males are less motivated at this time

to give up their jobs and train in any of these areas
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than females; females are more wiliing to:give up
either their jobs or housewofk,.éndvare mqre willing
now than they were at the time of graduation to enter
several of these areas (although nolarea now attracts
a majority of males,‘aﬂa only the "ﬁard" sciences
attracts a majority of the females). Except for the .
"hard" sciences, the masters program ispresgntly
somewhat more interesting to the rejectees than the
doctoral program, as it was at the time of graduation;
however, males are less interested in training at either
level than are females, and are equally.interested in
getting a masters or a doctorate if they were to re-
train. While the proportion of femalgs now motivated
to get a doctorate has decreased, the proportion moti-

vated to get a masters has increased. These findings

suggest that both sexes, at the time of graduation,

would be more receptive to entering some of these health -~ ~-

fields than they would be five years later; that at
that time, males were equally as willing to enter a
masters or doctoral program, élthough females were
more attracted to a masters degree; that five years

into a job or career, whether related to health or
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not, renders:the males significantly less willing to

i
!

retrain (possibly because a Iarger proportion of them
have obtained masters or doctorgteé than h;ve the fe-
males); but that females remain motivated over time to
go back to school to get a mast;rg, are almost as moti-
vated to get a doctorate as they had been in the past,
but overwhelmingly prefer the masters when the two
degree programs are compared. ' Unsuccessful female
applicants to medical schools would appear to bhe an
important potential soﬁrce of health manpower at any
point in the five years, following rejection, and males
seem more likely than females to get a doctorate if
they are reached immediately upon rejéction.

The majority of this sample, deséite their re-
jection by medical school, Feels they are more success-
ful in life now than are their friends from college.
This self-appraisal is par~ially confirmed by the fact
that'only a minority of thge v Y] applicants now
feel motivated to switch =ar {nly 7 percent now
réport feeling less successzful tharr theixr college
friends. Slightly less than a majo' .ty of the females

fcel they are rnre successf 1l than their college friends,
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but a larger proportion of females than mqles consider
themselves as successful as iheif friends. Thus,
while both sexes have a.very high opinion /0of their -
self-worth (and it is likely that t?eser:spondents
interpreted this question about success in terms of
their occupations, since previous and later questions
all concern this area rather than mafri#ge, et;.), a
slightly larger proportion of males than females,
report being either more or less successful in life
than their college friends. While females may not have
succeeded occupationally to the same degree as did
males, they feel they did as well or bettef than their
‘cnllege friehds. | ‘

113/323-324 Not surprisingly, for the largest proportion of
rejectees, the closest friend during college wanted »
to become a physician, although the ultimate career
plans of the second closest college friend were in fields
coméletely outside either medicine or health. However,
a'majoritz of these "closest friends" did not want to
ge physicians. While "physician” as a category led
the others, more than a quarter of the best friends

were in other ficlds @ltcycther, and almost a quarter
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wanted to go into the "hard" sciences. fWhile males

'

had a proportionatély greater number of best friends

who planned to become the best friend of a majority

i

on a career in

of the females was as likely to élan
the "hardL sciences as in medicine. ;6t£er health
careers were the goal of only a very %m%ll proportion
of the rejectees' closest friends (ll?pércent ;f the
first frienda 4 percent of the secondi.f

The above breakdown by rank orderihg'("physician":
"hard" sciences and other fields close together as
second; "other health careers" a poor t?ird) is:
a) quite similar to question 681 (144;147) (tﬁe major

. ; ;

area during college of oné or more clbsest friends):
b) in accord with the high priority given to "hard"
science and the interest in humanities sﬂown by the
sanple itself, as measured by Q. 68 (ia that question,
an interest in the "hard" sciences was more or less
inclusive of those wanting to become physicians,
since the question dealt with maj&r fields in college
and not with specific career plans):; c¢) in accord

with the fact that the "hard" sciences, for this sample,

is the most desirablec area to enter once rejected by
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medical school; and d) in agreement with Lhe small

percentage of rejected appliéants who ser%ouslv con-
sidéred another health occupation as an aiternative to
medicine during college (d. 85} .

An interest in health careers oﬁher than medicine
apparently develops, at least for those who originally
want to become physicians as well as forftheir.friends,
after college and not before or during it. Also, the
similarity of interests, cohesiveness of peer gruups,
and the importance of peer relation#hips (e.g., Q. 101
shows that the majority of the advice given for these
rejectees, once they learned of their medical school
rejection, was given by friends, ratﬁ;r than college

advisors or faculty) is apparent when this table is

considered along with several of the others.

}14/325-326_ Somewhat surprisingly, the ultimate degree plans
of these unsuccesful applicants' best friends were
more likely to be a bachelor's degree or an R.N.,
rather tﬁan an M.D. This finding becomes more under-
standable when the totals are considered separately
for males and females. The largest proportion of the

males' closest friends were, in fact, planning to
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get an M.D. or a D.D.S., whlle an even 1arger pro-
portion than this of the females' best friends planned
to.get a bachelor's or R.N.. Thus, 55 peggent'of
the "best friends" worki.ng for a bachelosz were
friends of the females (and probably wome themselveg),
while 76 percent of those pianning éo get an M.D. or
a dental degree were "best friends" of the maies (and
probably males themselves).
While the degree plans of the males' closest friends
were most likely to bé first the M.D. and second, a B.A.,
. almost as large a proportion of their friends aimed for
" a Ph.D. (or its equivalent) in a non-health field (26
percent for the B.A.-R.N., 20 percenf %or the Ph.D.).
However, not only were the degree plans of the females'
closest friends more likely to be a B.A. or R.N. thin
an M.D., but the second iargest proportion of their
friends aimed not for an M.D. or a bh.D.y'but for a
masters degree. During college, as well as after, it
would seem that females and their friends haé lower
educational aspiration levels than aid males. It would
also seem that this sample's choice of friends was

much more catholic than might be supposed and n .- ex-
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clusively focused on similarity of iqterosts.

The ranking was not qui£e the s;me for the plans
of the respondent's secoﬁd closest fgiend‘ With this
group, neither the M.D. nor the B.A. ;ttracted the
largest proportion of the totai,'but Fnstead, a Ph.D.
outside the ﬁealth fields was the de%ree most fre-
quently souéht. While this was also tﬁe case for
the second closest friend of the males (38 percent
planned to seek a doctorate in a non-heélth area),
the next largest proportion were those planning on
an M.D., with a much smaller number aiming foq a B.A.
degree. The largest proportion of the females' second
closest friends were planning on a m;;ters degree,
though this was closely followed (as it was for males)
by thcese planning to get an M.D. However, the third
most likely ca:egory were seeking only a B.A. degree.
These fiicings are in accordance with more general
notions concerring differencés between male-female
aspiration levels, socialization patterns, and past
discrimination at the higher levels of many occupations.

As is also apparent from Q. 113, those planning

to get a Ph.D. in health fields other than medicine
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were not‘only ﬁhe smallest proportion of ﬁhe sample
-
for both Linds of friends, bﬁt a very smai} absolute
peréentage és well., Undergraduates may siﬁply.lack
the knowlédge, and therefore the.motivation, to wané
to pursue ﬁogtoral level traiﬂing in health fieclds,
although it obviously is not a matter of time commit-
_ment, for this entire sample, and more than a quarter
of their two best friends, wanted to go to medical
school. It ig more likely a matter of lack of know-

ledge, inadequate advice, and a hazy image of

careers in health occupations other than medicine.

115/327-343 Within the context of the limitations of self-
rating scales, it can be said that thié sample of
unsuccessful medical school applicants has a very high
image of itself on a majority of the dimensions pre--
sented in this question. At least three-quarters of
the rejected applicants felt they were best described
by the more positive side of the continuum for more

than half of these polarities.* Thus, in descending

*This analysis excludes the rural-urban continuum since
it is not a trait; more will be said about this later.
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rank order of the proportion describing themselves
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positively, these are the traits which best characterize

a méjority of this sample of medical schogl reaecteésg
*useful" k91 percent); "high conéro} over ione's faté"

(88 perceét); "good" (88 percént); ;scientific" (86
percent), "a;tive" (85 percent), "important" (éz per-
cent); "happy" (80 percent): a "leader" (77 pefcent);
"sociable" (75 percent); "flexible" (71 percent)!
“"superior" (Gé percent); and "humanistic" ' (62 percent).
Even the remaining four characteristics, which a majority
of the rejectees did not feel a;curately described
themselves ("altruistic", "powerful",Flucky" a;d "in-
group"), were selectedﬁ%ofe than 40 é;rcent in each
case, with the remaining proportion in each of these
four cases choosing "in between" rather tﬁan the
opposite characteristic. Thus, not only is the self-
esteem of most of this sample quite higi, but their
self-image is a broad and comprehensive one as well.
In no case did a negative or undesirable trait receive
endorsement as self-descriptive by more than 10 percent

of the respondents. No males saw themselves as *had",

"unimportant”, or described the events of their life
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as "due to luck" rather than to their own control.

While no females descriﬁed themselve; as "bad",
and;agreed with males in rating the characteristic
"useful” as the one most self-applicable, males and
females did differ in several other respects. 1In
most cases, a larger proportion of males thought
they possessed the positive characteristics iiétéd in
tric question. Often the difference was négligible,
but sometimes the proportions differed by as much as
nine to eighteen percéntage points. This was true of
the characteristics: "important”, "scientific",
"in-group", "powerful", and, "superior". The last two,
especially, were characteristics chogén more often by
males than by females.

_ The four traits which a larger proportion of fe-
males than males,selectéﬁ as self-descriptive, were:
"hﬁmanistic"; "altruistic" (concerned with others):
""jucky"; and "sociable". Differential sex role sociali-
zation, as well as reaction formation or ovér-compensation,
probably account for the finding tﬁat proportionately

more women than men see themselves as humanistic,

altruistic and sociable, while 16 percent to 18 percent
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more males than females felt they were "powerful" and
"superior". Finally, "having control overitheir own
. 1
fate" and "being important" were characteristics

|

ranked as relatively more important Py malés, and
four of the negative characteri;tics%("folgower";
"unsociable", "out-group" and "powérless") were thought
to be sélf-descriptive by between 10 percént aﬁd 15
percent more femaies than males. 1In addition, the
polar opposites of the latter two ("in-group" and
"powerful") were endorsed by ¢ percent and 16 percent
more males, respectively. |

One additional comment should be made: while only
2 percent more males than females deséribed themselves
as "urban", 13 percent more females than males de-
scribed thems:zlves as “rural". whether this psycho-
geographical difference is meaningful is‘not ascertainable

from the level of analysis performed here. (Also seec

Q. 128)

The majority of these rejectees are 27 or 28 years
old. Thirteen percent are older than 28, with 2 males
and a female in their late thirties or early forties.

At each age group except the youngest (25-26), a larggr
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proportion of the sample is male.. W%ile only 26
percent of the males are 25-26, 46 pércent of the
females are-this age catégory. 0veréll, the female

rejectees tend to be younger than the males.
!

' .
Two-thirds of the respondents were once married,

and only 2 of these (3 percent) are no longer married.
Surprisingly, a larger proportion of the females were
never married (39 percent) than méles (33 percent),

and a larger proportion of females got maréied later
rather than earlier. More than two thirds of the

sample were married during the years 1966-1967, after
their rejection by medicallschool. Surprisingly few
(given the rising statistics for:undergraduate marriages),
were married before 1965;%£he éight who were, three

were middle aged and so.were probably married well -

before they applied to medical school.

Over half of those who are married have children,
more than a third of them having more than bne child.
A slightly larger proportion of fémales have children
than their male counterparts and wives, although a
larger proportion of the males in this category have

L
more than one child than do the females. Although
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’ females may have married somewhgt later t?an males,
-more of them had children by‘the time of éhis survey
than did the males. Almost all the children were
born after 1967, several years afterzpndergraduate
school. Only three of those wi;ﬁ children, all males,
had their children before 1967, and it must be

remembered that two males and one female were about

40 years old.

124/351 While the rank ordering of fhe proportions in
. this sampie of medical school rejectees who are
' : Protestant, Catholic ané Jewish is.the same as the
'ordering nationally, the size of the proportions are
somewhat different. Herberg.(24) gives the U.S. self-
identification religious breakdown as: Protestant,
66 percent:; Catholic, 26 percent; and Jewish, 3.5 per-
cent. The figures for this sample are: Protestant,
54 percent; Catholic, 22 percent; and JeWiSh, 18 percent.
126,127/ At the time they first applied to medical school,
352-354 ' .
' 90 percent of this sample had both parents still alive
(Table p. 352), with 85 percent of these still married

v.
(Tableh355). In 80 percent of those cases where both
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' : . parents were not alive, it was the fatheriwho‘was
deceased (Table{354). These’tables indic;Fe that this
sample of rejectees came from very, even rémarkably,
stable families which were relativelf safe from both
- death or divorce. While the nuﬁﬁers and differences
. are really tso small to be meaningfully §nterpreted,

it is interesting to note that the males 'in thé

sample had experienced the death of a parent more often

than had the females, and that proportionately more

males than females had'deceased fathers.

A

D 128/355-357 While most of the‘unsuccessful applicants were
born in a city of over 100,000 people, and most now
live in a community this large, a majority of the sample
did not spend their teens in so large a community.
More of them spent their teens in-acity of frcm 10,000
to 50,000 than were ei;her born there or now live there.
The percentage of the sample born in these smaller
cities was even lower fhan that for those born in rural
areas or small towns, though this, in turn, was less
than half the proportion born in a large city.

| A comparison between sexes revea;s that while the

”

) 'same small proportion of males as females was born in
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’ the suburbs, a much smaller proportion of females
than males was born in very large cities, and a much
larger percentage of females were born in towns of less

!

than 10,000 persons. These data are éonsistent with

i

those presented in Q. 115 for tﬁé rural-grban self-
descriptién continuum, in which 13 peicent more females
_than males described themselves as rurélr This is
almost exactly the percentag; differeneé for rural
birth place between males and females revealed by Q. 128.
while almost half as many females as males spént their
teens in a very large gity, more than twice as many
females as males spent their teens in small cities. While
the regional percentage did not chang; at all for males
from the time of birth to their teens, small cities
gained teenage female réspondents and rufal areas
lost them.

The most striking diffe:ence between the sexes,
however, is revealed by a comparison of where they
presently live. While exactly the same percentage of
females as males (S8 percent) now live in large metro-

politan areas, twice as many female as male rejectees

‘now live in rural areas, and one-fourth as many females
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* .
as males now live in suburbs. Females are presently

N oy
\
i
|

more likely than males to live in small cities.

)
H [ 4

While the largest proportion of this sample of
rejected ;pplicants had fathers withlonly a high
school education, almost as large a percentage (27
percent coﬁpared to 31 percent) had fatﬁers who either
hold an advanced degree or have undertakén some
graduate study. Most striking of ail, 42 percent of
the fathers in this category had an M.D. degree. It
would seem unusual that more thaq half of the sample
had fathers who had some undergraduate or graduate
training, but while it may be surprising for a national
random sample of 27 year'old coliege graduates, it may
not be so unusual for medical school applicants, re-
jected or successful. Johnson (9) £ound systermalic
(131/358) differences between successfu and unsuccessful

—

medical school appilicants when comparing them ior

" fathers' occupation as a phyéician; Six and three-tenths

percent of the rejectees had medical fathers compared
to 21 percent of current medical students. But that
study does not throw light on the more general question

of fathers with “"graduate education” and premed major
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sons; theré may be no difference'bétween successful
and unsuccessful.applicants if ﬁhe variabJe is other
thah "physiéian father".

While appféximately equal proppftions of males
and females had fathers With no more than'a high sdhaol.
education, proportionately more males had fathers with
only a B.A., and more females had fathers wiﬁh graduate
degrees or graduate work to their credit. This may have
some effect on the fact that females are presently mofe
motivated than malés to obtain the graduate training

they expected to get in medical school.

Not unexpectedly, a greater propqrtion of mothers
than fathers of these rejectees had only a high school
education rather than college of graduate training.
Bowever, a fair proportion (27 percent) of thecc wethers

had some college or a B:A., and the proportion going

beyond college (21 percent) was not very much smaller

than the proportion of fathers who did so.

While about the same proportion of females as males
had mothers with no more than a high school education,
more females, proportionately, had mothers with only a
B.A. or college work, and more males had mothers with

graduate degrees or who had completel some.graduate
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work. The biggest difference from the previous table

o | |
was that 12 percent m:re of the females' mothers ‘had
I
a college education than did their fathers, but 13
percent more of the females fathers had Jeen to

|

graduate school.

Since the majority of the rejectees were 21 or 22
years old when they first applied to medical school,
it ic not surprising that almost all their surviving
fathers were‘working (91 percent of the sample). A
slightly larger proportion cf the fathers of the males

!
were not working, but this is in accord with the fact
that of the fathers who had died, all- but one were
fathers of male rejectees. .Only one father was re-

ported as retired, again in accord with the fact that

three of these respondents were about 40 years ocld. =

Both the fathers' and mothers' occupations were
ranked and grouped according.te the seven-interval
Follingshead occupational pxestige scale. Tables
361 end 363 combine the last two categories into one,

and thus the scale is collapsed into a six-interval

.table. Consistent with the high proportion of fathers
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who had college or graduate education, the largest
proportion of the rejected applicants had fathers

who held jobs which could be classified in the first

(highest) category of the Hollingsheaa scale. This

category includes: executives bf larFe businesses;
proprietors of large concerns: and mjjor professionals
(including physicians). The fathers ofvnearly.half
the sample, in fact, had occupations which, when ranked
according to the Hollingshead prestige fating system,
placed them in the top two positions of the séale.
While the occupations distribute themselves along a
more or less bimodal curve, the second (or lower status)
peak is only half as high as the firs;.

Each of the first three scale positions had a
higher propor+ion of fathers cof males than of femal-=s,

while a higher proportion of females' fathers fell

into the last three categories. Indeed, most of the

‘males' fathers were in occupations classified as the

most, or almost the most, preétigious. By comparison,
not even a majcrity of the females' fathers had occu-

pations which could be ranked among the top three most

prestigious categories. While the females had fathers
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. : with only slightly less co}lege or post—colllege edu-
cation (3:percent difference) the occupatfonal prestige

' : a

spread between the fathers‘of males aﬂh ofﬁfeméles was
much wider. While having fathers with a ?reat deal.ofl
college education may account, in p;rt, fér the females'
educationa}.aspirations, ha&ing fathers who hélé lower
status (and probably lower-income) jobs may aécount |
for the fact that a much smaller prqp;rtion of females

reported that.their parents had offered to. finance their

medical education in whole or in part (Q. 21).

N

a.136—138/ Over a third (37 percent) of these unsuccessful
= 362

applicants’ mothers'were working when their children
applied to medical school. Although nationaily the
proportioi: of married women with children who work

has risen rapidly in the last 10 or 15 years, it wasn't
sigqificantly different in 196€ from the present 46
percent figure. The higher the social class, the less
likely the wifelis to be employed, aithough this too

ig changing. As we have seen.in lookirg at the results
of.the Hollingshead scale for father's occupation,
which is one measure of socigl class, this sample of

-~ _ rejectees is more representative of children from
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C) families!in higher social classes than it is for those

from loQér—tﬁ-middle status levels.

It is'sﬁrprising to note thaé over twice ;s many
cf the fe%ales' mothers worked aé did th; mothers of
the malesi Perhaps male and female applicants to medical
Edhool, successful or unéuccessful, come froﬁ socially
and demographically different groups.

Most of the rejectees' mothers who were not working
at the time of their children's application to medical
school were "housewives" (92 pgrcent). Onlyla very

small proportion of the sample, males and females alike,

reported their mothers as not working because of illness

’

4

or aeath.

137/363 The largest proportion of mothers held jobs which
could be cléssified as falling either into Hollingshead
category 2 oficategory 4: however, almost as large a
proportion were classified in the lowest two groups,
"gemi- or unskiiled employee or macﬁine operator"”.
Unlike the fathers, a majority of these working mothers
dia not hold jobs classifiable among the top two occu-~
pational categories; in fatt a majority of these

(:; mothers did not hold jobs ranked in the top three catcgories.
v
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There was a substantial discrepancy between the
I
| i

kinds of jobs held by mothers of males as compared with

. those held by mothers of females. There were only 2

respondents, one male and one female, whc had working

|
mothers in the "major professionals" category. However,

in the second most prestigious occupational grouping,
there was a 25 percent spread between malés aﬁd.females;
i.e., mothers of males were two and a half times more
likely to be "£usiness managers“; "lesser professionals"”
or "proprietors of medium coﬁcerns“ than were the
mothers of females. The discrepancy is even greater
in the third category, with over six éiﬁes as many
{

of the mothers of males hoiding jobs which fall into
this catejory. 1In addition, over twice as many of the
females' mothers are in "clerical or sales.worke;s“
positions, and over four times as many mothers of fe-
males are "machine operators" or "unskilled".

The fact that so much larger a proportion of the

females' mothers are employed (as opposed to being

housew'’'ves) probably has a bearing on whether their

‘daughters also aspire to a career; it is also probably

true that the status level at which these mothers work

iy,
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the proportion of males with fathers in this income

t
\

bracket is twice as large as that for feméles. How-
ever, an even greater proportion of the rejcctees

(39 percent) have fathers who earned under $9,000 at

the time they applied to medicai.school. (Again there
was a significant difference between the males and fe-
males, with 55 percent of the females falling into

this category as compared with only 29 percent of the
males.) As was the case with occupational prestige,
there is a bimodal curve for fathers' income when the .
total sample is examined, but this time the second peak
is almost as higﬁ as the first., It would appear that
motivation to undertake medical training is not necessarily
correlated with father's abiiity to pay for it. Father's
occupation or profession, as well as level of education,
seems to have 2 closer relationship to the occupational
aspirations of the child than does income, although
secondary analysis would be nécessary to test this
conclusion, as well as to examine the strength of

eqph factor as a predictor variable, both of children's

attitudes and motivations toward careers as well as

of their final level of crupational :chievement.
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